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FROM THE EDITOR’S DESK

A Case for Narrative Medicine ...
and a Prompt 

Corey D. Fogleman, MD, FAAFP
Editor in Chief

Fewer than half of Americans rate the U.S. health 
care system as “excellent” or “good.” A separate poll 
reveals that 31% of U.S. adults describe their mental 
health or emotional well-being as “excellent,” while an-
other 44% rate their mental health as “good.” Each of 
these are the lowest ratings ever recorded.1,2 Simultane-
ously, physician burnout has reached a historic high.3 
Something must change.

Adopting narrative medicine as a technique for in-
teracting with patients is an opportunity to augment 
these distressing trends. Narrative medicine is a term 
used to describe close listening and careful reading, 
interrogating meaning to demonstrate attentiveness 
and help patients understand and tell their story.4 For 
example: In a busy clinic, when my patient’s PHQ-9 
reveals a high score of 15, I might mistakenly diagnose 
and treat depression in the midst of addressing the 
metabolic and dermatologic concerns. However, with 
a more nuanced reading of the situation, I may instead 
discover what this patient needs is someone to listen.

Narrative medicine teaches us to pay attention and 
then act by helping our patients construct their story. 
Perhaps insomnia is related to financial concerns, anxi-
ety due to worry about their family. By using narrative 
skills, we can help patients understand their diagnosis 
and prognosis, make connections related to theme, and 
rewrite outcomes. This skill may be as valuable as dis-
cussing the risks and benefits of treatment options. 

Storytelling is part of what makes us human. People 
not only crave a good tale, one might say we need it, and 
if an explanation is not forthcoming, we may manufac-
ture one. Thus, it behooves us to refine our reading and 
writing skills. Close reading — from asking why one uses 
a particular phrase to noticing when our patients pause 
— can serve us in many ways. It is also worth refining our 
own writing, which can be therapeutic on many levels 
and does not require entering the clinic room.

Reading for pleasure allows us to ask from where 
material is derived, why a character is driven by desire, 
how age or maturity plays a role, and what seems to mo-
tivate and inspire. Responding to the text can mean de-
scribing the feelings evoked, considering what we might 

have written differently, or finding another meaningful 
way of telling the story. Describing our patients in po-
etry or story can help restore texture to documentation 
that has become rather dull and telegraphic with the use 
of the electronic medical record. 

Rereading and rewriting about what we encounter 
forces us to emphasize and economize, to pair some 
ideas and pare others. The best storytellers practice their 
art and refine their abilities. Our patients will surely ap-
preciate those efforts, as will our colleagues, and JLGH 
might be an ideal forum for sharing these pursuits. 

Consider doing some narrative writing yourself. 
Here are a few prompts: 
1.	 Describe how you felt when a patient told you they 

declined to follow your recommendations. 
2.	 Describe the last time you conveyed to your patient 

or colleagues how surprised you were. 
3.	 Write about the last time you were in awe. 

While I invite you to read the many important ar-
ticles in this issue, please spend some time with what 
we hope will be a new column, “Narrative Medicine,” 
and what Dr. Scott Paist has written as he recalls after-
noons with a dear patient. I am as excited by this kind 
of writing as I am with the scientific reports we have 
the privilege to present. 

Thanks to all the writers represented within, and 
a special “Thank you!” to Dr. Paist and his patient for 
this initial contribution. I encourage you to share your 
narratives as well.
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OBJECTIVE
The objective of this descriptive study is to de-

termine the rate of symptomatic and asymptomatic 
carriers of SARS-CoV-2 in a universally screened pop-
ulation of patients admitted to labor and delivery at a 
suburban community hospital.

BACKGROUND
Early in the COVID-19 pandemic, accurate iden-

tification of potentially contagious individuals was rec-
ognized as important for adequate protection of hospi-
tal staff and appropriate management of patients. This 
was particularly true in the obstetric population due to 
a high frequency of contact with health care providers 
and the concern that the second stage of labor could 
be an aerosolizing event.1 Additionally, there was con-
cern that the relatively younger population of laboring 
mothers would contain a significant number of asymp-
tomatic carriers of the virus with associated potential 
for spread. It is now thought that at least one-third 
of SARS-CoV-2 infections in the general population 
are asymptomatic2 and that over half of all infections 
come through asymptomatic transmission, including 
presymptomatic and truly asymptomatic cases.3 

Studies of obstetric patients admitted to New York 
City hospitals in March and April 2020 revealed a rate 
of asymptomatic positive patients as high as 14% to 
33% of the presenting population.4-6 This finding led 
to the development of universal testing policies in 
many obstetric wards throughout the country. It was 
unclear, however, if these rates could be generalized 
to areas with comparatively lower prevalence of SARS-
CoV-2 infection. Studies in obstetric patients in south-
ern Connecticut and Boston in the spring of 2020 re-

vealed a prevalence of asymptomatic positives of 2.9% 
and 1.5%, respectively.7,8

Penn Medicine Lancaster General Health Women 
& Babies Hospital began universal SARS-CoV-2 test-
ing for obstetric patients admitted for delivery on April 
22, 2020. At that time, Lancaster County had seen a 
relatively lower prevalence of SARS-CoV-2 infection 
compared to New York City.9 Prevalence waxed and 
waned throughout 2020 and peaked during the third 
wave of the disease in late 2020, though it remained 
lower than the peak prevalence rates at major epicen-
ters (see Fig. 1).

Region-specific data on asymptomatic carriers, 
particularly in lower prevalence areas such as Lancaster 
County, would be useful for anticipatory planning and 
conservation of tests and personal protective equip-
ment (PPE). This is particularly true since the advent 
of vaccination and fluctuating prevalence of SARS-
CoV-2 in the population at large. 

METHODS
Study Design

A retrospective review of health records of all 
patients admitted for delivery to Women & Babies 
Hospital from April 22, 2020 through May 1, 2021 
was performed. All subjects who were pregnant and 
presented at our facility for delivery during the study 
time period were included in the study. The start date 
denotes the time that universal screening was initi-
ated for all labor and delivery admissions, including 
planned Cesarean delivery. Antepartum or other non-
laboring admissions were excluded. A total of 4,221 
subjects were enrolled from this single site, with 3,979 
having a SARS-CoV-2 test within five days before de-
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livery. Patients with SARS-CoV-2 tests completed after 
the date of admission were not included. 

The electronic medical record for each patient that 
tested positive for SARS-CoV-2 was reviewed for doc-
umentation of the presence or absence of symptoms 
at the time of presentation. The documentation of 
any one symptom (including but not limited to fever, 
cough, shortness of breath, congestion, sore throat, 
and fatigue) was counted as a symptomatic infection. 
Vital signs were not directly used to determine if a pa-
tient was symptomatic or asymptomatic. 

Patients were excluded from the study if they had 
a prior positive test 14 or more days before admission 
and therefore were no longer candidates for testing 
based on current infection-prevention protocols. 

This study, reviewed and approved by the institu-
tional review board, was granted a waiver of informed 
consent.

SARS-CoV-2 Testing Methods
All SARS-CoV-2 testing was performed by collect-

ing nasopharyngeal swabs. Swabs were tested by the Ce-
pheid GeneXpert testing system, which uses real-time re-
verse transcriptase polymerase chain reaction (RT-PCR) 
to detect RNA fragments of SARS-CoV-2. The test does 

not differentiate between potentially infectious and non- 
infectious genetic fragments. This test previously dem-
onstrated a sensitivity of 100% and specificity of 80%.11

The rate of asymptomatic positive SARS-CoV-2 
among laboring mothers was analyzed, and the rate 
of positive SARS-CoV-2 tests among laboring moth-
ers was compared to the overall positive rate in the 
Lancaster General Health patient population, which 
includes non-obstetric patients in the same health 
network. 

RESULTS
Demographic information on study subjects is 

summarized in Table 1 on page 4. Body mass index 
(BMI) was the only demographic factor noted to be 
associated with a statistically significant increase in 
SARS-CoV-2 test positivity (p = 0.038). 

There were 62 positive tests in the cohort for a 
test positivity rate of 1.6% (62/3,979). Of those who 
tested positive, 68% (42/62) were determined to be as-
ymptomatic. Of the symptomatic positive patients, 19 
out of 20 had mild disease, with the most frequently 
reported symptom being mild nasal congestion. One 
patient had more severe symptoms, which required 
supplemental oxygen. 
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Fig. 1. New COVID cases in New York County, New York vs. Lancaster County, Pennsylvania from May 2020 through April 2021.
Graph by the LG Health Research Institute including data from Dong, Du, and Gardner, 2020.10
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Fig. 2 summarizes the percent positivity and per-
cent asymptomatic over the study period. The percent 
positive rate of tests among laboring mothers trended 
similarly over time while being lower than the overall 
percent positive rate of tests in the LG Health patient 
population. During times when the overall prevalence 
was high (particularly from October 2020 to February 
2021), there were higher numbers of women present-
ing in labor who tested positive for SARS-CoV-2 and a 
higher percentage who were asymptomatic. 

DISCUSSION
This study demonstrated that in a suburban hospital 

with a universally screened population, the percent posi-
tive for SARS-CoV-2 testing overall was 1.6%, with 68% 

of these cases being asymptomatic (approximately 1% 
of the total presenting population). Areas such as New 
York City that were epicenters early in the COVID-19 
pandemic had reported rates of asymptomatic positive 
patients to be as high as 14% to 33% of the entire pre-
senting population,4-6 leading to protocols that involved 
universal screening of obstetric populations due to the 
proclivity for viral spreading in this setting. However, in 
areas with much lower overall prevalence, the asymptom-
atic positive rate is expected to be much lower. This find-
ing was confirmed in our study population.

For every symptomatic patient that tested posi-
tive during this time period, an additional two as-
ymptomatic carriers of the virus were identified. This 
finding further highlights the difficulty in preventing 

the spread of SARS-CoV-2 in a 
younger adult population where 
infection with the virus is fre-
quently asymptomatic. 

BMI was the only demo-
graphic factor noted to be asso-
ciated with a statistically signifi-
cant increase in percent positive 
test results. Recent research 
suggests that the SARS-CoV-2 
virus infects adipose tissue and 
there elicits an inflammatory 
response, which could lead to 
more severe disease in this pop-
ulation.12 This may partially ex-
plain the findings of our study. 
However, this finding should be 
interpreted carefully given the 
inaccuracy of BMI in pregnant 
individuals unless calculated 
prior to pregnancy. 

The limitations of this 
study include low overall num-
bers of patients who tested pos-
itive, recall bias, inaccuracies in 
documentation of symptoms, 
and inability to distinguish be-
tween noncommunicable viral 
shedding with current testing 
protocols. The study also did 
not evaluate for symptom devel-
opment following admission, 
but rather reflects patients who 
were asymptomatic at the time 
of testing. Additionally, the ma-
jority of the study period was 

Table 1. Demographic Data for Patient Population

Variable Value Total 
Patients

Percent 
Positive

Percent 
Asymptomatic

P-
Value

Race

American Indian or Alaska Native 8 0 (0%) 0 (n/a)

0.320

Asian 105 1 (1%) 0 (0%)

Black or African American 287 5 (2%) 3 (60%)

Native Hawaiian/Pacific Islander 4 0 (0%) 0 (n/a)

Unknown 369 6 (2%) 6 (100%)

White 3,206 50 (2%) 33 (66%)

Ethnicity

Hispanic/Latino 700 13 (2%) 9 (69%)

1.000Non-Hispanic/Latino 3,217 48 (1%) 32 (67%)

Unknown 62 1 (2%) 1 (100%)

Financial
Class

Auto 7 1 (14%) 1 (100%)

0.521

Blue Cross Blue Shield 1,376 20 (1%) 15 (75%)

Commercial 945 12 (1%) 6 (50%)

Medicare/Medicaid 57 16 (1%) 10 (62%)

Other Government Programs 36 0 (0%) 0 (n/a)

Self-Pay 375 13 (3%) 10 (77%)

Worker’s Comp 4 0 (0%) 0 (n/a)

Age

≤20 231 3 (1%) 3 (100%)

0.192
20-30 2,114 36 (2%) 26 (72%)

30-40 1,568 22 (1%) 13 (59%)

40+ 66 1 (2%) 0 (0%)

Gesta- 
tional 
Age 

≤36 weeks 213 7 (3%) 6 (86%)

0.53836-39 weeks 1,388 24 (2%) 15 (62%)

39+ weeks 2,351 29 (1%) 20 (69%)

BMI

<18.5 19 0 (0%) 0 (n/a)

0.038
18.5-24.9 731 7 (1%) 7 (100%)

25-29.9 982 15 (2%) 7 (47%)

≥30 1,497 27 (2%) 18 (67%)

P-values calculated using a Fisher’s exact test for each of the variables, comparing the symptomatic to the asymptomatic patients.



The Journal of Lancaster General Hospital   •   Spring 2023   •   Vol. 18 – No. 1 55

SARS-CoV-2 Infection in an OB Population

conducted prior to the 
onset of widely available 
vaccines which may affect 
the rates of asymptomatic 
cases in the present day. 

CONCLUSION
A universally screened 

population presenting for 
delivery in a suburban 
hospital demonstrated a 
1.6% test positivity rate, 
with 68% of infections 
being asymptomatic. Ap-
proximately 1% of the 
overall presenting popu-
lation was found to be 
an asymptomatic carrier. 
Although the prevalence 
of disease was lower in our study than in other popula-
tions, a large portion of the positive tests was asymp-
tomatic. This finding adds weight to the importance of 
universal efforts to reduce viral transmission given the 
possibility of asymptomatic carriers to infect others.
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Estimates suggest that between 50% and 60% of 
adults will experience trauma during their lives, with 
the incidence of posttraumatic stress disorder (PTSD) in 
the range of 6% to 7%. For adolescents, as many as 5% 
(including 8% of female adolescents) suffer from PTSD.1 
Exposure to adverse childhood events (ACEs) is associ-
ated with an increased risk for long-term complications, 
perhaps because it is reflected in the cellular makeup — it 
is associated with an increased risk for DNA methyla-
tion and decreased telomere length.2

The degree of PTSD can be judged using the Shee-
han Disability Scale, a brief, validated, proprietary model 
that helps elucidate impact on a patient’s life.1,3 Trauma-
informed interventions vary and include outpatient 
therapy, along with eye movement desensitization and 
reprocessing. Additionally, cognitive behavioral therapy 
consistently improves symptoms and associated syn-
dromes, such as depression, anxiety, emotional dysregula-
tion, interpersonal problems, and risk-taking behaviors.4

WHAT IS TRAUMA-INFORMED CARE?
Trauma-informed care is an approach to care deliv-

ery that assumes patients have experienced a traumatic 
event. It encompasses approaches to care delivery that 
are responsive to a trauma history. Trauma-informed care 
models are defined by multiple institutions and involve a 
variety of foundational principles and techniques.

Trauma-informed care assumes individuals under 
care have experienced trauma simply because data sug-
gest most people have experienced some form of trauma. 
The ACE study, conducted by the Centers for Disease 
Control and Prevention (CDC) in conjunction with the 
Kaiser Foundation, showed that as many as two-thirds of 
U.S. adults carry a history of at least one adverse child-
hood event.5 These initially included adverse events of 
physical, mental, or sexual abuse; physical or emotional 
neglect; and household dysfunction, including family 
members with mental illness, incarceration, substance 
use, or divorce.5

This study further found links between ACEs and 
multiple poor medical and social outcomes later in life. 

These events were cumulative, meaning that the more 
ACEs one had experienced, the higher the risk for these 
same mental and physical outcomes. Shockingly, the 
study revealed that having had four or more ACEs made 
one twice as likely to smoke, 12 times more likely to have 
attempted suicide, seven times more likely to be an alco-
holic, and 10 times more likely to abuse street drugs.5

For perspective, CDC data demonstrate that one in 
six adults reports experiencing four or more ACEs. This 
is not to mention the one in four biologically female 
persons who has been raped or the 43% who have expe-
rienced sexual violence other than rape.6 Thus, it is vital 
to develop professional practices that account for and 
anticipate these experiences in patients. 

KEY PRINCIPLES AND CONSIDERATIONS
The Substance Abuse and Mental Health Services 

Administration (SAMHSA) defines the key principles of 
trauma-informed care as:7

•	 Empowerment and Choice: This principle highlights 
the importance of using an individual’s strength 
to empower them in the development of their own 
treatment. In other words, shared decision-making. 

•	 Collaboration and Mutuality: This principle repre-
sents the importance of maximizing collaboration 
among the staff, the patient, and within families. 

Trauma-Informed Care
Perspectives from a Rape Crisis Center

Autumn Vogel, MD
Family Physician, Family Medicine Residency Program

Penn Medicine Lancaster General Health

Brittany Leffler, MSW, LSW
Primary Therapist, Sun Point Wellness Center
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Key Principles of
Trauma-Informed Care

>  Empowerment and choice  <
>  Collaboration and mutuality  < 

>  Safety  <
>  Trustworthiness and transparency  <

>  Cultural, historical, and gender issues  <
>  Peer support  <

Source: SAMHSA
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Both aspects of this principle highlight the value 
and importance of sharing power.

•	 Safety: This principle means developing health care 
settings and activities that ensure patients’ physical 
and emotional safety. 

•	 Trustworthiness and Transparency: This principle sug-
gests we  create clear expectations about what pro-
posed treatments will entail and how services will 
be provided, and follow through on plans and ex-
pectations with integrity.

•	 Cultural, Historical, and Gender Issues: This principle 
asks that organizations develop practices of being 
responsive to the racial, cultural, and social needs 
of the individuals being served. If these are not 
recognized and tended to, the institution risks the 
possibility of retraumatizing whole populations of 
patients. 

•	 Peer Support: This principle ensures that survivors 
are connecting through networks, offering mutual 
support that entails self-help and promotes recovery. 
SAMHSA further outlines guidance to organiza-

tions that trauma-informed care be provided through 
these four Rs7:
1.	 Realize the impact of trauma and seek to understand 

pathways to recovery.
2.	 Recognize the signs and symptoms of trauma in pa-

tients and staff alike.
3.	 Respond by integrating knowledge of trauma. 
4.	 Resist retraumatization by recognizing and changing 

stressful or toxic institutional practices that could 
retrigger painful experiences. 
The Sanctuary Model of trauma-informed care is a 

framework to treatment planning, community conver-
sations, and collaborative decision-making that helps 
people heal from their trauma.8 The model is SELF: 
Safety, Emotion management, Loss, and Future, suggesting 
providers first recognize that safety was compromised, 
then understand how emotion management is difficult 
when safety is compromised. It becomes important to 
acknowledge what has been lost in this traumatic pro-
cess and then ultimately turn to the future by focusing 
on the control we do have over our future outlook, our 
boundaries, and our choices.

A good example is that of the COVID-19 pandemic. 
As we faced the uncertainty and assault to our safety, 
emotions across our society became difficult to manage. 
Health care workers cried in hallways, people engaged in 
fist fights over mask-wearing in grocery stores. We lost 
many loved ones, we lost our ability to travel freely, chil-
dren lost their ability to attend school in person, we lost 
our sense of societal stability. As we heal from this collec-

tive trauma, we all have had to sort out what we can still 
control, and ways we can amend our lives to find a sense 
of peace and stability as we move forward and heal. 

Six main considerations have been proposed when 
delivering trauma-informed care: believe survivors, share 
the power, listen actively, help ground survivors, request 
consent to touch, and offer continued education.9

Believe Survivors
So often survivors are not believed, which means 

accepting their story as true is a crucial step in creating 
a safe space for them. The process of disclosing trauma 
can appear in many ways. We must understand that ex-
periencing a traumatic event like sexual assault can affect 
a person’s short-term memory, and often details of such 
an experience come back to the survivor in a piecemeal 
fashion.

This has historically led legal officials and medical 
professionals, who did not understand the experience 
of the survivor, to question the legitimacy of the survi-
vor’s story. If we start from a place where survivors are 
believed, we begin to create the kind of safe space where 
the survivor can feel comfortable to process and heal 
from their experience. 

Share the Power
When working with patients who may have expe-

rienced trauma, we must be mindful of our position of 
power as providers and intentionally choose to share 
that power in the clinical space. One crucial way to share 
power in the clinical space is to shift our clinical perspec-
tive from “What is wrong with this patient?” to “What 
happened to this patient?” This includes recognizing the 
survivor experience; assuring the patient that no mat-
ter what occurred before, during, or after the traumatic 

Key Considerations
When Delivering

Trauma-Informed Care

>  Believe survivors  <
>  Share the power  < 

>  Listen actively  <
>  Help ground survivors  <

>  Request consent to touch  <
>  Offer continued education  <

Source: Texas Association Against Sexual AssaultSource: Texas Association Against Sexual Assault
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experience, none of this is their fault; and practicing ac-
tive, shared decision-making. 

Listen Actively
Active listening is an important way to share power 

and create a safe space for a patient who has endured 
trauma. It also signals that you are present and available 
for patients to share their story. Some tips for active lis-
tening in the trauma-informed setting include: 
•	 Position yourself at the same physical level as the 

patient.
•	 Maintain good eye contact.
•	 Use verbal and physical cues to signal you are lis-

tening, e.g., nodding, eye contact, small affirmative 
words.

•	 Never interrupt someone when they are sharing 
their story.
If you find it difficult to maintain eye contact or 

listen actively to these patients, it is worthwhile to self-
reflect: What is making you uncomfortable and why? 
Traumatic experiences can be triggering for all parties 
involved. Do the work to investigate your own feelings as 
an ongoing reflective process. Doing so will make you a 
better listener, help you grow as a human and clinician, 
and allow you to demonstrate to the patient that you are 
available to support them. 

Help Ground Survivors
Often when patients are discussing their trauma, 

they can find themselves flooded with emotions. It is im-
portant for clinicians to be able to help patients ground 
themselves in the present moment, as the heightened 
emotions may signify that they are reliving their trauma 
experience. Here are a few ways to help ground survivors 
who may be having this experience:
•	 Ask them to pause and take a few slow deep breaths.
•	 Ask them to plant their feet on the floor with their 

back straightened.
•	 Have them look around the room and name a few 

of the items that they see.
Many times, having the patient keep their eyes open 

can help them reorient to the present, which helps pull 
them out of reliving their trauma.

Request Consent to Touch
Consent is primary in trauma-informed care. It is 

extremely important to respect the survivor’s personal 
space. No one has permission to touch any other per-
son without consent. This is especially true for health 
care workers providing trauma-informed care. Even if 
you think they want to be touched in a comforting or 
reassuring manner, never touch a patient until you have 
obtained permission.

Offer Continued Education
Lastly, it is important for trauma-informed provid-

ers and institutions to continually seek education about 
improving their trauma-informed care. As the adverse 
childhood events study has expanded, the medical com-
munity has learned more about the many ways that 
childhood events affect health. As a result, our prac-
tices must evolve to reflect current understanding of 
the impact and effects of trauma. The trauma-informed 
provider will commit to lifelong engagement in contin-
ued understanding of these experiences and how best 
to respond to them. 

RESOURCES FOR PATIENTS
Penn Medicine Lancaster General Health provid-

ers are fortunate to have YWCA Lancaster’s Sexual As-
sault Prevention and Counseling Center (SAPCC) as a 
resource for patients who are survivors of sexual assault. 
SAPCC is available for people of all races, genders, ages, 
and ethnicities who have in any way been impacted by 
sexual assault, abuse, or harassment. Their mission is to 
support and advocate for survivors and the social circles 
of survivors. All services are free.

The center provides counseling services, support 
groups, medical advocacy services, and legal accompani-
ment to anyone affected by sexual assault, harassment, 
or abuse, plus they provide training to organizations and 
primary prevention services. The center has staff mem-
bers available 24 hours a day, seven days a week for sur-
vivors in our community. The 24-hour crisis line is 717-
392-7273. Put this number in your phone now, while 
reading this article. You never know who will need it 
and when.
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Q Transmission of the 2022 monkeypox outbreak occurred through skin-to-skin contact, fomite trans-
mission, and respiratory secretions. What protection is recommended for providers while interacting

 with patients with suspected monkeypox infection?

A The CDC recommends that providers wear a gown, gloves, eye protection (goggles or face shield), and an N95 respirator. 
Additionally, patients should be evaluated and treated in a single-person room whenever possible.

Q The case report from the Family Medicine Residency Program addressed ethical considerations in 
medicine, including the need for care team support. List some resources available at LG Health.

A Available resources include the Penn Medicine Lancaster General Health Critical Response Team, nurse leadership, Palliative 
Care team, Chaplain Department, and free counseling services through EAP and Penn Cobalt. The LG Health Ethics Committee
is also available for consult to any member of a patient’s care team for any patient in the LG Health system.

Q What are the five most common types of soil-transmitted intestinal nematode infections, and what is 
the most effective treatment for each?

A Enterobiasis (infection with pinworm), ascariasis (infection with  large roundworm), necatoriasis (infection with hookworm), 
trichuriasis (infection with whipworm), and strongyloidiasis (infection with threadworm) are most common. Albendazole is the
best treatment in all but strongyloidiasis, which — in uncomplicated cases — is best treated with ivermectin.

Q Referring to the Top Tips section of the Winter issue, which of the following statements are true?
1.	 In older adults, adding a second antihypertensive rather than maximizing the dose of an initial 

one results in a greater number of patients stopping their regimen.
2.	 The American College of Physicians recommends initial treatment of uncomplicated 

diverticulitis without antibiotics.
3.	 Nasal irrigation can decrease the progression of mild COVID-19 progression.
4.	 All of the above are true.

A The answer is:  
4. All of the above are true.

JLGH Winter 2022 Recap
Q&A for Extended Learning

The last issue of The Journal of Lancaster General Hospital offered a clinical primer on the 2022 monkeypox 
outbreak in the United States, a case report highlighting ethical considerations in medicine, a photo quiz on helminthiasis 
in Lancaster County, and tips from several medical specialty organizations. Review the questions and answers below to see 
how much you remember from the Winter issue. Need a refresher? All issues of JLGH are available online at JLGH.org.

Editor’s note: This article is based in large part on a Penn Medicine Lancaster Gen-
eral Health Family Medicine Grand Rounds Presentation given March 15, 2022, by
Brittany Leffler. Aside from those already noted above, citations for that talk include 
the following:

	> Bloom SL, Farragher B. Restoring Sanctuary: A New Operating System for 
Trauma-Informed Systems of Care. Oxford University Press; 2013.

	> Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood 
abuse and household dysfunction to many of the leading causes of 
death in adults. The Adverse Childhood Experiences (ACE) Study. Am 
J Prev Med. 1998;14(4):245-258.

	> PACEsConnection. 3 Realms of ACEs. 2022. Accessed September 29, 
2022. https://www.pacesconnection.com/pages/3RealmsACEs
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BACKGROUND
Colorectal cancer (CRC) is the second leading 

cause of cancer death in Lancaster County.1 There are 
racial disparities in cancer screening, diagnosis, and out-
comes across the United States, and these disparities 
also exist in Lancaster County.2 The age-adjusted death 
rate for CRC is higher in Lancaster among Black indi-
viduals (15.5 per 100,000) than among white (12.5 per 
100,000) and Hispanic (14.5 per 100,000) individuals.3

Research studies have concluded that large num-
bers of deaths from cancer could be prevented through 
increased use of evidence-based screenings, including 
58% to 68% of CRC deaths.4 At Penn Medicine Lan-
caster General Health, 75.1% of all eligible patients 
and 72.0% of Black patients were up to date with 
CRC screening in Fiscal Year (FY) 2022. LG Health 
has set a goal to increase colorectal cancer screening 
rates among all patients and to reduce the disparity in 
screening rates for Black patients. To achieve this goal, 
LG Health has already implemented several strategies, 
including a text-based campaign asking patients to 
make an active decision about scheduling a screening, 
as well as an initiative to mail at-home fecal immuno-
chemical test (FIT) kits to patients who were not up to 
date with screening.

In Summer 2022, LG Health partnered with the 
NAACP Lancaster Branch and researchers at Allium 
Development Group LLC to study Black men’s percep-
tions about colorectal screenings. Our research ques-
tions were:
•	 How do Black male patients perceive their risk of 

colorectal cancer?
•	 What do patients perceive are the benefits of 

screening for colorectal cancer? 
•	 What are the barriers to completing screening?
•	 What are the factors that encourage screening?

•	 What do patients recommend for the content and 
format of interventions to improve screening rates 
among Black males?
The overall goal of this project was to gather com-

munity feedback to improve LG Health’s colorectal 
cancer screening services for Black male patients.

METHODS
We conducted this study between June and Sep-

tember of 2022. We initially planned to conduct a 
mixed-methods study, including an online survey and 
focus group discussions with Black and African Ameri-
can men. However, due to recruitment challenges, we 
changed our approach to gather data through individ-
ual interviews.

To recruit participants, LG Health and the 
NAACP Lancaster Branch canvassed neighborhoods 
and Black-owned businesses, passed out flyers at 
church events, sent out mass emails, and posted in-
formation about the study in community centers and 
at community partner organizations. LG Health staff 
emailed a study invitation to a list of Black males, ages 
50-85 years old, from patient contact information in 
LG Health’s electronic medical record. However, we 
were unable to recruit any participants for the online 
survey and few for focus groups. Overall, 11 individu-
als contacted LG Health with interest in the study, and 
seven individual interviews were scheduled and com-
pleted. Most of the participants were directly asked by 
NAACP staff to participate in the study. 

The final study included seven Black men from 
Lancaster County between the ages of 50 and 85 years. 
All seven participants had undergone colorectal can-
cer screenings. Participants were given $50 in compen-
sation for their time. The interviews were completed 
by one interviewer, a staff member at Allium.

Influences on African American and Black Men’s 
Decisions about Colorectal Cancer Screening

Brenda Buescher, MPH
Health Promotion Specialist

Community Health & Wellness
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The interviews were conducted over the phone us-
ing a semi-structured guide developed by LG Health 
and Allium and lasted approximately 30-45 minutes. 
Once the interviews were completed, Allium tran-
scribed the conversations to text. Next, the researchers 
used thematic coding to analyze the transcripts for an-
swers to the research questions. Coding in qualitative 
research is the process of using short phrases or words 
to categorize information in the text. A codebook is 
used to track codes and their definitions to use them 
consistently across all interviews. These codes were 
used to identify common themes across all interview 
transcripts. The themes were summarized in a written 
report answering the research questions. The Institu-
tional Review Board at LG Health reviewed and ap-
proved the study on July 13, 2022, and all participants 
provided informed consent. The study was supported 
by LG Health’s internal community benefit budget 
and received no external funding. 

RESULTS
Reasons Why Black Men Choose to Be Screened for CRC

Families play an important role in advocating for 
Black men to be screened for colorectal cancer. The 
findings from the interviews suggest that men are 
more likely to be screened if they have a family mem-
ber who has died from cancer, specifically colorectal 
cancer. Several of the men interviewed had close fam-
ily members who had died from cancer. They also had 
family members, such as spouses, parents, and uncles, 
who specifically and repeatedly talked to them about 
the value of being screened. This family influence was 

by far the largest outside influence on why individuals 
went on to participate in colon cancer screening. 

Among the men interviewed, medical profession-
als — specifically primary care physicians — were im-
portant advocates for them to complete screening for 
colorectal cancer. Of the men who participated in the 
interviews, their physicians’ influence was second in 
importance only to influence provided by their fami-
lies. The men who mentioned their physicians were 
important in their screening decision had long-term 
and trusting relationships with physicians who advo-
cated for screening. Several men mentioned that they 
respected their physicians’ advice because they paired 
encouragement with up-to-date medical information 
and genuine care for their patients’ well-being. 

Looking back, several men felt that the sense of 
relief they got from a negative test result would encour-
age them to be screened in the future or to encourage 
others to be screened. Some of the men interviewed 
were screened because it would allow them to know 
their status and experience a feeling of relief if their 
result was negative. Many of these men had family his-
tories of colorectal cancer and felt being screened was 
an important step toward peace of mind. 

Reasons Why Black Men Aren’t Screened for CRC
Based on our interviews, fear, mistrust, avoid-

ance, and information sources all play a role in why 
Black men are not screened for colorectal cancer. All 
the men who were interviewed had been screened, but 
they gave this list of reasons for why they believe other 
Black men do not want to be screened. 

ABSTRACT

Background: Colorectal cancer (CRC) is the second leading cause of cancer death in Lancaster County, and Black individuals are 
at higher risk of colorectal cancer death than are individuals of other race groups. In the summer of 2022, Penn Medicine Lancaster 
General Health partnered with the NAACP Lancaster Branch and researchers at Allium Development Group LLC to gather com-
munity feedback to improve LG Health’s colorectal cancer screening services for Black male patients.

Methods: We conducted interviews with seven Black men from Lancaster County between the ages of 50 and 85 years. The inter-
views were completed by one interviewer over the phone using a semi-structured interview guide and lasted approximately 30-45 
minutes. Once the interviews were completed, we transcribed the conversations to text, used coding to identify themes across all 
interviews, and summarized the findings.

Results: The Black men who participated in this small qualitative study indicated that family members and trusted physicians influ-
enced their decisions about participating in CRC screening. Further, relief from receiving a negative result also encourages repeat 
screenings. The barriers to screening include fear and mistrust of health care systems, fear of getting a cancer diagnosis, concerns 
about cost, and the invasiveness of a colonoscopy. Results of this small survey suggest word of mouth is an important communica-
tion tool for the Black community, and communication strategies should include traditional media as well as distribution of clear 
and updated information through churches, community organizations, and neighborhood leaders. 

Conclusion: Based on the participant feedback and existing research, increased CRC screening will require several approaches, 
including tailored communications for the Black community, patient navigation services, long-term trusting relationships between 
Black men and primary care providers, and continued efforts to increase diversity and reduce bias and racism in health care.
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Number one on this list is fear. Some men fear 
finding out that they already have colorectal cancer. 
Said one study participant: “A lot of older Black guys 
don’t like going to the doctors, and then they tell you a 
story, ‘Every time I go to the doctor, I come back with 
something worse.’”

According to the participants, Black men avoid go-
ing to the doctor from fear of more medical bad news 
or because they fear they are being treated like “guinea 
pigs.” The example that was cited by multiple men was 
the Tuskegee Syphilis Study, which enrolled hundreds 
of Black men without consent and for whom appropri-
ate treatment was withheld.5 The participants in this 
LG Health study perceived that the history of the mis-
treatment of the Black community by the medical com-
munity has led many men to avoid seeking medical care.

Several men also noted that when people attempt 
to do online research, even in medical journals, they 
find information that scares them about colorectal can-
cer and other diseases. They also reported hearing mis-
information within the Black community that screen-
ing is not important, which they suggest discourages 
men from getting what is seen as an invasive procedure. 
The participants perceived that fear and desire to avoid 
colonoscopies was high on many men’s lists for why 
they do not want to be screened. Many would prefer 
to not spend their free time undergoing the procedure. 
Another fear that the men observed was the unknown 
cost and unknown insurance coverage for screening.

Participant Recommendations to Improve Screening for 
the Black Community 

The men interviewed believe that raising general 
awareness across the Black community can have a posi-
tive impact on the number of people screened. The 
men interviewed said that when friends and family 
members are aware, have up-to-date information, and 
are regularly discussing the need for screening, men are 
more likely to be screened. Women can play a key role 
in advocating for screenings by reminding partners 
and family members about the need to be screened. 
The interview participants also felt that older males 
should talk to younger males about their experiences 
to set an example and to decrease any associated stigma 
around the procedure. 

The men interviewed indicated that word of mouth 
is very important within the Black community and can 
be supported by pamphlets and flyers that are available 
in churches, barber shops, community clinics, and oth-
er community centers. 

Finally, doctors have an important communication 
role due to the value of the trust they have built with 
patients, and they should be prepared to talk in detail 
about the screening process. The interviewees shared 
that having a long-term, ongoing, trusting relationship 
with their doctor played an important role in their will-
ingness to get screened through education and advocacy. 

The interviews indicated that the Black community 
needs clearer information about the benefits of colorec-
tal cancer screening. Topics that the men suggested 
would be interesting to the community include age rec-
ommendations for screening, how much screening costs, 
and statistics and stories of those who have survived. 
“It’s your life, and you have to be proactive with your 
life,” noted a study participant.

The Black men interviewed reported that their 
community members want to be informed consumers 
about medical care and are more likely to be screened 
if they understand the causes of colorectal cancer, the 
benefits of screening, and the options for screening 
tests. They would like physicians to share up-to-date 
recommendations, offer options for different types 
of screenings, and start the conversation before men 
reach the medical age for screening. The men inter-
viewed said that physicians, family members, and 
friends who urged them to be screened out of a desire 
for their well-being had a significant positive impact on 
their decision to be screened. Overall, the participants 
identified a need to shift the narrative from cancer and 
screening as a negative experience to preventive cancer 
care as a normal part of a man’s healthy and long life.

DISCUSSION
This study gathered community input from local 

Black men who had completed a CRC screening. We 
explored the reasons they chose to be screened, barriers 
to screening, and their recommendations for increas-
ing screening in the Black community. The themes 
raised in their interviews aligned with evidence in the 
literature about effective ways to increase screening. 

Multicomponent interventions are one way to 
intervene. Multicomponent interventions are strate-
gies that combine multiple modalities. There is strong 
evidence that multicomponent interventions are effec-
tive in increasing screening with colonoscopy or fecal 
occult blood test (median increase of 15.4 percentage 
points). Based on evidence from a systematic review of 
88 studies, the best results come from combining three 
types of interventions, those that:
1.	 Increase interest in screening (such as patient re-

Colorectal Cancer Screening
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minders, and print and multimedia communica-
tion campaigns).

2.	 Increase access to screening (such as reducing out-
of-pocket costs, adding more convenient sites or 
hours, and assisting with transportation).

3.	 Increase screening recommendations from provid-
ers (such as clinical decision support or provider 
reminders).6

As a result, the Community Preventive Services Task 
Force recommends multicomponent interventions to 
increase screening for colorectal cancer. 

Recent research studies specifically with African 
American and Hispanic patients found that combin-
ing mailed fecal occult blood test (FOBT) kits, tailored 
educational materials, follow-up communications, and 
patient navigation services was effective in increasing 
CRC screening.7-11

Our interview participants shared that the recom-
mendation from a trusted doctor was important in their 
decision to be screened. Other studies have found that 
the lack of a recommendation from a doctor and lack 
of awareness about screening do contribute to racial 
and socioeconomic disparities in cancer screening.12 
These findings have sev-
eral practical implica-
tions for interventions, 
including increasing ac-
cess to primary care for 
Black men and encourag-
ing relationship-building 
between primary care 
providers and patients. 
Providing tailored educa-
tion tools and clinical reminders can also help support 
providers’ conversations about screening. 

The participants in this small study focused on 
the need for increasing tailored communication to the 
Black community. Their suggestions about communi-
cation strategies and content reflect best practices in 
social marketing for health promotion, such as using 
trusted messengers within the Black community and 
focusing on communication channels that patients 
prefer to use. Because word of mouth is an important 
communication method, information around colorec-
tal cancer and screenings should target two specific au-
diences: male patients who are nearing or at the age for 
screening and the Black community as a whole.

In addition to the neighborhood-level communica-
tion strategies the men recommended, more traditional 
marketing strategies would include public health an-

nouncements on TV, on social media, and at sporting 
events. The public health announcements should in-
clude local Black doctors, celebrities, and community 
members telling their personal stories. All these meth-
ods will help raise awareness and increase the volume of 
trusted voices on this topic. The men also recommend-
ed providing clear and updated information, clearly de-
scribing options for testing, and framing the messages 
in a positive way. Many in the community already know 
people who have died, so changing the narrative to 
those who caught polyps early and have been screened 
regularly could change the community perception 
from a death sentence to an opportunity for life. Using 
principles of health literacy, health care organizations 
should tailor communication materials to ensure that 
Black community members can find, understand, and 
use information to make an informed decision about 
CRC screening for themselves and others.13

Finally, our interviews raised the issue of racism 
and mistrust in the health care system, which is also re-
flected in the literature. Many quantitative studies link 
higher mistrust scores with lower rates of CRC screening 
among Black Americans. Fear of experimentation and 

intrusiveness of screening 
methods have appeared 
in other qualitative stud-
ies as unique barriers to 
CRC screening among 
Black men.14 Mistrust may 
be rooted in the unjust 
differences that Black pa-
tients experience in the 
health care system, as sug-

gested in a recent systematic review showing that in 38 
of 66 studies, Black patients reported experiencing worse 
patient-physician communication quality and satisfaction, 
less information-giving, less participatory decision-making 
with providers, shorter visits, and more experiences with 
physicians who were verbally dominant in conversations, 
compared with white patients.15

A diverse health care workforce with Black staff 
members, health care providers, and leaders at all levels 
is important to reduce disparities in care.16 In addition, 
all providers and staff should be required to continue 
participating in Diversity, Equity, and Inclusion initia-
tives to improve knowledge about unconscious bias, 
cultural humility, root causes of health disparities, and 
strategies for reducing inequity in health care. In LG 
Health’s 2022 Community Health Needs Assessment, 
Black and Hispanic/Latino patients indicated that one 
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These findings have several practical 
implications for interventions, including 
increasing access to primary care for 

Black men and encouraging relationship-
building between primary care providers 

and patients.
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of the top three ways to improve access to health care 
in Lancaster County is to increase the diversity and 
cultural competence of health care providers.17

LIMITATIONS
The limitations of this study include the small 

sample size and the lack of participation from indi-
viduals who have not been screened. Despite several 
months of recruitment using a variety of methods with 
a community partner organization, we found that men 
were reluctant to participate in a research study on this 
topic. Our community partner organization received 
feedback from eligible men that they were uneasy with 
the idea of being “research subjects.” In addition, we 
originally planned for focus group discussions led by 
Black men in the community, hoping to encourage 
more open discussion by matching the discussion lead-
er with the participants in race, gender, and age group. 
However, when we switched to interviews, the inter-
viewer was a younger, white female. The difference in 
age, race, and gender may have had an impact on the 

information shared during the interviews. Finally, we 
did not have an opportunity to validate the conclu-
sions by sharing the report with the participants and 
inviting their feedback.

CONCLUSION
The Black men who participated in this small quali-

tative study indicated that family members and trusted 
physicians influenced their decisions about participat-
ing in CRC screening, and the sense of relief from know-
ing the result also encourages screening. The barriers to 
screening include fear and mistrust of health care sys-
tems, fear of getting a cancer diagnosis, concerns about 
cost, and the invasiveness of a colonoscopy. Based on 
the participant feedback and existing research, increas-
ing CRC screening likely requires a multicomponent 
approach, including communications tailored for the 
Black community, patient navigation services, long-
term trusting relationships between Black men and pri-
mary care providers, and continuing efforts to increase 
diversity and reduce bias and racism in health care.
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INTRODUCTION
Falls are a serious threat to the health and well-

being of our aging population. More than 10,000 
people in the United States turn 65 every day, and 
one out of four of these seniors falls each year.1 The 
Centers for Disease Control and Prevention (CDC) 
reported approximately 36 million falls among this age 
group in 2018. Out of these, 8.4 million falls resulted 
in an injury that required medical visits or limited 
regular activities for one day.2

Neurological disorders often result in functional 
and cognitive impairments that contribute to an even 
higher risk for falls in this population. When not fatal, 
falls often result in brain injury, hip fracture, and loss 
of independence, all of which may cause a substantial 
economic burden. Each year approximately $50 billion 
in medical expenses are incurred as a result of fatal and 
non-fatal falls.3

Table 1. Potential Interventions for Fall Risks 
Posed By …

Reduced Visual 
Acuity

•	 Ophthalmology referral
•	 Optometry referral

Foot Issues •	 Footwear inspection
•	 Podiatry referral

Use of Psychotropic 
Medications

•	 Medication review
•	 Medication update

Other
Medical Issues

•	 Medication review
•	 Lifestyle changes such as  

better hydration, enhanced 
physical activity

•	 Physical therapy referral
•	 Vitamin D supplementation
•	 Patient education

Home
Environment

•	 Occupational therapy referral
•	 Physical therapy referral
•	 Patient education

* Adapted from Ang, Low & How, 202011

The CDC’s response to this growing public health 
problem is an initiative called STEADI: Stopping El-
derly Accidents, Deaths & Injuries. This initiative of-
fers a robust set of tools and resources for clinicians, 
patients, caregivers, and pharmacists. These resources 
are available for review or download from the CDC at 
cdc.gov/steadi/index.html.

The foundation of STEADI is an algorithm that 
integrates the 2010 clinical practice guidelines from 
both the American and British Geriatric Societies.4  
The algorithm5 outlines the three core elements of:
1.	 Screening.
2.	 Assessments of modifiable risk factors.
3.	 Interventions targeted at those risk factors.

Along with provider training and education, the 
CDC worked with early adopters to develop guidance 
on how to implement and evaluate a STEADI-based 
fall prevention program. Several health systems have 
successfully implemented the STEADI initiative into 
their outpatient practices, achieving high screening 
rates, reducing fall-related hospitalizations, and lower-
ing associated health care expenditures.6-8

Further, studies have proven that falls are pre-
ventable by assessing modifiable risk factors (e.g., gait 
abnormalities, environmental factors, medication 
adverse effects) and promoting evidence-based inter-
ventions like exercise, medication review, behavioral 
therapy, and vitamin D supplementation, among 
others (see Table 1).9-11

The Centers for Medicare and Medicaid Services 
has included falls screening as one of 10 individual 
measures in the Medicare Shared Savings Program, 
targeting high-cost chronic conditions, preventive care, 
and patient safety. 

Traditionally, falls screening at Penn Medicine 
Lancaster General Health Physicians outpatient servic-
es clinics has been performed without a standardized 
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workflow/Epic tool; instead, each department chose 
which screening tools and interventions to use.

Primary care practices have often used the Timed 
Up and Go test during Annual Wellness screenings. 
Although validated in geriatric populations12 when there 
is lack of standardization, it is challenging to demonstrate 
compliance for the Medicare Shared Savings Program.

The objective of this study, which is ongoing, is 
to facilitate a standardized electronic medical record 

(EMR) approach to falls screening using the 
STEADI algorithm and to put in place indi-
vidual and multifactorial interventions that 
reduce fall risk. This is a quality and safety im-
provement initiative.

LGHP Neurology initiated a pilot to facili-
tate the use of the STEADI guidelines by hard-
wiring the process into the EMR. The result 
is an opportunity to assess the individual con-
tributors to risk and modifiable risk factors, as 
well as implement effective strategies targeted at 
the identified risk factors.

Our team identified the critical success 
factor for this pilot as the ability to hardwire 
screening tools into the EMR. As a result, two 
tools were built into Epic to help facilitate the 
process. The Neurology Department rolled out 
its pilot on January 1, 2022, and began collect-
ing data for new patients who are 65 years of 
age and older. This phase of the pilot was com-
pleted on December 31, 2022.

METHODS
This study was conducted at the neurol-

ogy outpatient services practice of the LGHP 
Neuroscience Institute. All neurology pro-
viders participated in the study. Data from 
patients who met the age requirements were 
included. The first tool is a 12-question self-
assessment with built-in clinical calculators 
(see Fig. 1). It is launched as a MyChart ques-
tionnaire that patients can complete prior to 
an upcoming appointment. Screening is con-
sidered abnormal or at risk when a patient 
scores 4 or higher.

The second tool is the short-screening 
three-question assessment (see Fig. 2) used dur-
ing the rooming process, which is performed by 
the nurse. This is used only if the patient did 
not complete the first tool. A patient is consid-
ered at risk if the score is 1 or higher.

For any abnormal results, a Best Practice 
Alert (BPA) indicates the clinician needs to evaluate 
for risk factors and discuss an intervention plan. In ad-
dition to triggering this evaluation, the BPA helps fa-
cilitate and document the plan of care via a Smartset. 
Options within the Smartset include:
1.	 Educational handouts.
2.	 Option to refer to LGHP Physical Therapy, PMR, 

or external physical therapy.

Fig. 2. Short Screening Tool to Be Used by Nursing Staff 
During Rooming Activity

Sometimes I feel unsteady when I am walking.
(1=Yes, 0=No)  ____

I am worried about falling. (1=Yes, 0=No)  ____
I have fallen in the past year. (2=Yes, 0=No)  ____

Total Score  _____
(Positive ≥ 1)

STEADI Fall Risk Screening

Fig. 1. Self-Assessment Tool to Be Completed by Patient 
Prior to Appointment13

 Risk for Falling
I have fallen in the past. (2=Yes, 0=No)  ____
I use or have been advised to use a cane or walker to

get around safely. (2=Yes, 0=No)  ____
Sometimes I feel unsteady when I am walking.

(1=Yes, 0=No)  ____
I steady myself by holding onto furniture when

walking at home. (1=Yes, 0=No)  ____
I am worried about falling. (1=Yes, 0=No)  ____
I need to push with my hands to stand up from a chair.

(1=Yes, 0=No)  ____
I have some trouble stepping up onto a curb.

(1=Yes, 0=No)  ____
I often have to rush to the toilet. (1=Yes, 0=No)  ____
I have lost some feeling in my feet. (1=Yes, 0=No)  ____
I take medicine that sometimes makes me feel 

light-headed or more tired than usual.
(1=Yes, 0=No)  ____

I take medicine to help me sleep or improve my mood.
(1=Yes, 0=No)  ____

I often feel sad or depressed. (1=Yes, 0=No)  ____

Total Score  _____
(Positive ≥ 4)
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STEADI Fall Risk Screening

3.	 Documentation that a current fall prevention plan 
may already be in place.

4.	 Documentation that the patient declines inter-
vention.
Patients who screen positive are automatically eligi-

ble for educational handouts, which 
are auto-assigned to the after-visit 
summary. Orders 2-4 are assigned at 
the discretion of the clinician.

Data from the first quarter of 
2022 showed that compliance with 
completion of the full self-assessment 
was low and the nursing Best Practice 
Alert was frequently firing. As part of 
a rapid cycle improvement process, 
in May 2022 the team converted to 
completing a short screening tool as 
standard rooming process for all new 
patients. 

RESULTS
To measure the success of the 

project, the system tracks several key 
components of the study, includ-
ing the number of patients and age 
distribution of patients determined 
to be at risk for falls, compliance of 
new patients screened through self- 
assessment or by nursing staff, and 
compliance of providers in using the 
BPA as a tool to evaluate and docu-
ment an intervention for those pa-
tients determined to be at risk.

Currently, we have data collect-
ed from January 4 through October 
30, 2022. A total of 357 patients 
were screened; 238 patients (67%) 

were at risk of fall. Ages ranged from 65 to 91 years 
(see Fig. 3), and female-to-male ratio was 1.2:1.

Figs. 4 and 5 show our screening and BPA compli-
ance by month. Fig. 4 further shows that the conver-
sion to completing a short screening tool as standard 
rooming process for all new patients significantly in-
creased compliance.

DISCUSSION
Several Penn Medicine Lancaster General Health 

departments actively contributed to the first stage of 
this project. Collaboration with Information Services 
was crucial in the development of the two screening 
tools in our Epic system. Active participation by the 
nursing staff allowed us to capture and screen the des-
ignated patients. 

In addition, we initiated chart reviews on at-risk 
patients who did not show activity on the Best Practice 
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Fig. 3. Percent of each age cohort in study considered at risk for fall as of 
October 2022.
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Alert report. It was noted that on occasion, providers 
were documenting an action plan to address risk out-
side of the Best Practice Alert. This represents an op-
portunity for further process improvement.

Information Services continues to work with the 
neurology team to create new solutions to better en-
hance our intervention plan documentation. More 
data will be coming in the year ahead. We also expect 
to follow-up with patients who have not been screened 
or who had a positive STEADI fall risk screen in the 
last 11 months, to see if any part of the action plan 
was beneficial in reducing falls. Future studies will also 

target the effectiveness of delivering intervention re-
sources to the community. 

Preliminary data validated the easy access of the 
CDC’s STEADI screeners, as demonstrated in our 
high compliance rate. By identifying our high-risk pa-
tients and providing them with resources, we hope to 
reduce fall-related injuries and eventually reduce asso-
ciated health care costs. 

Based upon the results, the success of this tool 
may be applicable to primary care, geriatrics, and other 
interested departments.
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In 1980, the World Health Organization declared 
smallpox eradicated, an accomplishment that has long 
been hailed as one of humanity’s greatest achieve-
ments. Although the origin of smallpox remains un-
known, its effect on the world until that time was dev-
astating.1 Infection could mean pain, scarring, and a 
high risk of death, and this scourge had ravaged the 
Americas since the arrival of European immigrants.

Vaccines have made it possible for us to forget a 
time when a smallpox epidemic was so feared. While 
many narratives have been dedicated to praising Dr. 
Edward Jenner’s work in 1796, remarkably few have 
discussed the details of vaccine dissemination. Credit 
for the latter is owed in large measure to the work of 
Dr. H.M. Alexander of Marietta, who in 1882 found-

ed what came to be known as 
the Marietta — or variously, 
Lancaster County — Vaccine 
Farm. It was there that he and 
his colleagues produced and 
supplied the country, and in-
deed, much of the world, with 
smallpox vaccine.2 The success 
of the Lancaster County Vac-
cine Farm at producing and 
distributing vaccine shaped 
Pennsylvania’s and the nation’s 
ability to ultimately eradicate 
smallpox.3,4

INOCULATION VS. VACCINATION
From 1721 to 1796 the only preventive measure 

available against smallpox was inoculation. Simply put, 
inoculation was taking pus from a patient who had 
been infected with smallpox and creating an incision 
in a healthy individual into which one could place the 
pox matter. This action created an immune response 
that, it was hoped, would be less severe and less deadly 
than getting smallpox in what was called the “natu-
ral” way. Unfortunately, inoculated individuals were 
themselves contagious, meaning that this practice left 

a community one individual away from initiating an-
other epidemic.5 Vaccination is a much safer practice. 

Credit for developing vaccination is given to Dr. 
Edward Jenner, who in 1796 used cowpox to stimulate 
an immune response that afforded protection against 
smallpox. This followed the observation that milk-
maids with a history of cowpox infection were often 
spared the horrors of smallpox. Thus, the term vac-
cination was born: vacca is cow in Latin. 

The concept is largely preserved today, when vac-
cination often entails injecting an inactive form of vi-
rus to induce immune response. However, it must be 
noted that Jenner’s initial form of vaccination was not 
achieved as it is today. The cowpox used in Jenner’s 
vaccines were not “an attenuated or inactivated form” 
of the smallpox virus; rather “it was [a] related virus 
from the same famil[y].”6 Even though vaccination 
was a safer alternative to inoculation, it took nearly a 
century for acceptance of vaccination to become wide-
spread in America, in part due to logistical nightmares 
that caused massive pushback movements.4

Once vaccination achieved a measure of success 
in America, inoculation was made illegal. Reducing 
the use of inoculation (arm-to-arm) meant also reduc-
ing the inadvertent spread of other diseases such as 
syphilis.7,8 At least as important, eliminating the com-
mon use of this outdated method also limited the risk 
for further epidemics, ones that could be ignited by 
well-meaning medical personnel who traveled from 
city to city.

ORIGINS
Born of the mind of Dr. H.M. Alexander, the Lan-

caster County Vaccine Farm started in 1882 with just 
one cow. It remains unclear how he harvested his initial 
vaccine matter. The first heifer at the vaccine farm was 
thought to have had spontaneous cowpox,2,3,9 although 
Alexander may have inoculated a calf from a local pa-
tient’s smallpox pustules. Yet another report suggests 
a “tramp having smallpox” had slept in the stable.10 
Nevertheless, only a year later it became necessary to 
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expand the farm to include 500 calves, so successful 
was his enterprise.11

An obstacle Alexander aimed to address was 
finding alternatives to using arm-to-arm vaccination. 
Arm-to-arm vaccination was a logistical nightmare, 
but even after vaccination became a primary preven-
tive measure, doctors continued using this outdated 
method. Called the “human-chain,” the transmission 
of vaccination in this way would fail if either “the tim-
ing was off or the vaccine failed to take in one person 
of the sequence.”12 Thus, it was with the introduction 
of standardized techniques and procedures, including 
the development of glycerinated points, that vaccine 
production could overcome the limitations of inocula-
tion — including the spread of diseases such as syphi-
lis. Alexander studied methods, improved upon them, 
and ultimately commercialized his ideas. His world re-
nown at the time was a testament to the success of his 
achievements.8

To assure the safety of vaccination, Alexander 
made certain that all the calves that came to the farm 
were “graded” and had “a complete family history.”13 A 
standardization measure such as this was unprecedent-
ed — when scientists were on the cusp of understand-
ing germ theory — and yet Alexander knew of and re-
sponded to the earliest criticisms that could face his 
enterprise by keeping strict records. By 1884, only two 
years after initiation of the farm, a wagon was added 
to transport calves, avoiding unnecessary risk for the 
owners as well as the cows themselves.14

Alexander was an innovator and pioneer. While 
others hypothesized that alternative protocols would 
produce safer results, Alexander enforced a standard 
of mixing the retrieved lymph with 40% to 60% glycer-
ol and storing glycerinated lymph at low temperatures 
to kill off remaining bacteria. Glycerin had many ad-
vantages, including antibacterial properties; further, it 
prevented ice buildup and allowed the vaccine to “stick 
to the skin.”8

GROWTH
A decade later, the Lancaster County Vaccine 

Farm, known to be the largest of its kind in the world, 
produced the most vaccine “lymph” in the nation 
— equaling 100,000 doses per day.1,11,15 Thus, in May 
1902, when Lancaster itself faced a smallpox epidemic, 
rules were created that included the role of the farm in 
stabilizing the community and preventing spread. After 
establishment of a quarantine and a ban on meetings 
in any public locations, the Board of Health approved 
“ordering compulsory vaccination” and employed 
“patrolmen for the infected districts.” In the event of 
noncompliance, the county had the authority to “pros- 
ecute all persons guilty of violating the quarantine laws,” 
and infected individuals could be stipulated to specific 
smallpox hospitals.2 This public health plan would not 

have been possible without the dos-
es from Alexander’s farm.

Soon the Lancaster County Vac-
cine Farm gained the confidence 
of those across the nation. During 
the 1894 “business depression,” the 
farm was more profitable than ever; 
for a time the city of Chicago was 
placing an order for 10,000 points 
per day.16 While Alexander’s was not 
the only vaccine farm operating in 
this era, none were as illustrious or 
as trusted as the one in Marietta,12 

Lancaster County Vaccine Farm

Taking virus from the calf, illustration from Harper’s Weekly in 1872 
(engraving) (b/w photo) by Fox, Stanley (fl.1872); American, out of copyright.

Among the many historical medical items housed in the National Collections of the Smithsonian are 
Dr. H.M. Alexander’s aseptic vaccinator (left) and an original glycerinated smallpox vaccine lymph 
(right). Photos from the Smithsonian National Collections, available online at si.edu/collections.
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Lancaster County Vaccine Farm

and it soon outgrew its location. Alex-
ander added another farm in Northum-
berland County,2 as well as one in Oma-
ha, Nebraska.17 News reports favored 
Alexander for remaining the largest and 
one of the most successful suppliers of 
smallpox vaccine in the United States 
and the world.3

VALIDATION
Although the Lancaster County 

Vaccine Farm was a household name, 
questions regarding the safety of vac-
cine lymph did threaten to dismantle 
this and all operations. It was not until 
1902 that Congress passed the Bio-
logics Control Act, which obligated 
businesses selling biological products 
to apply for and maintain licensing.12 
This legislation worked to Alexander’s 
advantage, as it differentiated his operation, which al-
ready had safety mechanisms in place, from so-called 
“backyard producers.”8 The Lancaster County Vaccine 
Farm continued to add protocols, including measures 
to ensure the animals were “well fed and well groomed,” 
as well as quarantined for a month before they were 
inoculated. In terms of the facilities themselves, the re-
ports from the time state it followed “strict aseptic and 
antiseptic precautions … as in any modern hospital.”18 
When inoculation of the animal began, the Lancaster 
farm personnel specifically selected samples from the 
inner thigh, an area less likely to become secondarily 
infected after the procedure.19

Further protocols regarded how the vaccine lymph 
was stored. As noted, the fact that Alexander’s glycer-
inated lymph was stored at low temperature had many 
advantages.8 Thus, his vaccine had a good “reputation 
for purity.”3 This was backed up by views from the 
Philadelphia Board of Medicine, which declared only 
the Lancaster County Vaccine Farm’s vaccine was “en-
tirely free from pus bacteria,” saprophytic bacteria, and 
blood cells.20

In 1893, Alexander took his idea to the World’s 
Fair in Chicago, where he was the recipient of the 
only “award on vaccine virus.”9,21-24 Three years later, 
the Lancaster County Vaccine Farm was selected to 
host the centennial celebration for the development 
of Jenner’s vaccination process.25,26 Not only was 
this an extravagant event meant to celebrate the ac-
complishments of Edward Jenner, but the choice of 

location exemplified H.M. Alexander’s success and 
demonstrated that his was the model for vaccine farm 
production. It was soon described as “by far the largest 
and most complete [laboratory] in the world.”27

DISSEMINATION
By 1903, the Marietta farm was producing “more 

[vaccine] virus than all similar establishments in the 
United States combined.”21 Further, publications from 
that time were overwhelmingly positive, frequently 
touting the purity of Lancaster’s lymph. A Minneapolis 
Journal headline from 1883 described “Absolutely pure 
vaccine virus: from the Marietta [farms].”28 Years later, 
a newspaper in the state of Washington urged parents 
to have confidence because the “supply points come 
from the government vaccine farm at Marietta, Pa., 
and every possible precaution is being used.”29 Indeed, 
this sentiment became common; vaccines from Mari-
etta were considered superior to any others.

Alexander was also a shrewd negotiator of pub-
lic opinion. In a 1901 advertisement in the New York 
Medical Journal, he stated: “In small-pox vaccination 
the greatest number of definite protective inoculations 
[have] followed the use of our lymph … it is surely bet-
ter than to follow blindly in the trail of a dangerous 
foreign fad.”30 Such comments served multiple purpos-
es. First, if someone in the community had a bad ex-
perience after vaccination from a so-called “backyard” 
producer, devastating community-wide consequences 
could ensue as peers lost faith in the entire practice. 

This undated color lithograph of the plan of the Lancaster County Vaccine Farms notes
locations in Marietta, Northumberland County, and Omaha, Nebraska.
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Lancaster County Vaccine Farm

On the other hand, by explicitly explaining the prac-
tice and regularly inviting others to examine his pro-
cesses, Alexander helped eliminate mystery from the 
lay mind, making others more likely to seek preventive 
treatment. Newspapers and the medical community 
took notice, agreeing that “few know of … the many 
precautions used to ensure the obtaining of the virus 
[is] physiologically pure.” Similar accounts could be 
found across the nation, proclaiming the Lancaster 
vaccine’s purity as a justification for encouraging vac-
cination.13,21,31-34 Orders eventually came in from coun-
tries around the world, and Lancaster’s shipments were 
sent far and wide, to Canada and Mexico, to China, as 
well as countries in South America and Europe.30

CONCLUSION
The Lancaster County Vaccine Farm paved the 

way for modern medicine in the United States. It 

was beyond its years 
in biological products 
regulation and vaccine 
standards. What start-
ed out as one man and 
a calf had a profound 
and lasting impact on 
the lives of millions 
of people across the 
globe. Smallpox was a 
dreaded disease, and 
while society owes a 
great debt to the inno-
vations of Dr. Edward 
Jenner, Dr. H.M. Alexander and the Lancaster Coun-
ty Vaccine Farm surely deserve their share of recog-
nition and appreciation for the strides they made in 
Marietta.

Meagan A. Schulman, MA
Lancaster Medical Heritage Museum
410 N. Lime St., Lancaster, PA 17602
717-544-8938
Meagan@lancastermedicalheritagemuseum.org

1.	 Safekeeping stockpile of smallpox stored in Marietta. The Intelligencer 
Journal. July 16, 1999.

2.	 Lahr JW. Hale Columbia: A True and Complete Study of Infectious Disease 
& Medicine in a Small Pennsylvania Town at the Turn of the Century. 2017.

3.	 Chapman Publishing Company. Portrait and Biographical Record of Lan-
caster County, Pennsylvania: Containing Biographical Sketches of Prominent 
and Representative Citizens ... Together with Biographies and Portraits of All 
the Presidents of the United States. Chapman; 1894:597. Accessed July 7, 
2022. http://archive.org/details/portraitbiograph00inchap

4.	 Reinert J. Here’s how a farm in Marietta became a global vaccine 
production site. LNP. July 1, 2020. Accessed June 12, 2022. https://
www.proquest.com/docview/2419347481/citation/2CB7A250A0D 
D4C6APQ/1

5.	 For more on inoculation in colonial America, see: Fenn EA. Pox 
Americana: The Great Smallpox Epidemic of 1775-82. Sutton; 2004.

6.	 Esparza J, Nitsche A, Damaso CR. Beyond the myths: novel findings 
for old paradigms in the history of the smallpox vaccine. PLoS Pathogens. 
2018;14(7):e1007082.1.

7.	 Marquez M. Animal vaccine — why it should be preferred to human 
vaccine. Public Health Papers and Reports. 1893;84.

8.	 Didgeon J. Development of smallpox vaccine in England in the eighteenth 
and nineteenth centuries. Br Med J. 1963;1(5342):1367-1372.

9.	 The Inquirer. October 21, 1893.
10.	 Theocrat. December 5, 1914.
11.	 Lancaster City and County Medical Society. Our Medical Heritage 

1844-1994: Lancaster City and County Medical Society. 1st ed. Lancaster 
City and County Medical Society;1995:140.

12.	 History of the Smallpox Vaccine. Indiana University Bloomington. 
Accessed October 31, 2022. https://collections.libraries.indiana.edu/
iulibraries/s/smallpox-vaccine-exhibit/page/welcome

13.	 Reilly RF. Medical and surgical care during the American Civil War, 
1861-1865. Proc (Bayl Univ Med Cent). 2016;29(2):138-142.

14.	 Lancaster New Era. October 4, 1884.
15.	 Sunday News. March 2, 1930.
16.	 The Semi-Weekly New Era. May 12, 1894.
17.	 Philadelphia Inquirer. October 15, 1903.
18.	 The Medical and Surgical Reporter 1896-10-17:Vol 75 Iss 16. Open 

Court;1896:489. Accessed January 30, 2023. http://archive.org/
details/sim_medical-and-surgical-reporter_1896-10-17_75_16

19.	 Eleventh annual report of the board of managers of the Columbia 
Hospital at Columbia, Lancaster County, Pennsylvania. The Columbia 
Herald Print. 1906:311.

20.	 Tenth annual report of the board of managers of the Columbia 
Hospital at Columbia, Lancaster County, Pennsylvania. The Columbia 
Herald Print. 1906:254-255.

21.	 Lancaster New Era. October 14, 1903. Virus is how the vaccine would 
be referenced in the newspaper ads at this time.

22.	 The Lancaster Examiner. June 10, 1893.
23.	 Akron Daily Democrat. December 1, 1892.
24.	 Tyrone Daily Herald. December 1, 1892.
25.	 The Semi-Weekly New Era. May 27, 1896.
26.	 The Buffalo Sunday Morning News. May 17, 1896.
27.	 The News-Journal. May 21, 1898.
28.	 The Minneapolis Journal. February 8, 1883.
29.	 The Tacoma Daily Ledger. July 26, 1892.
30.	 Pamphlets — homoeopathic: vaccination. Compulsory Medicine. 1907:3.
31.	 The San Francisco Examiner. October 18, 1899.
32.	 The Yonkers Herald. May 19, 1898.
33.	 The North Adams Transcript. May 6, 1898.
34.	 The Commercial Appeal. February 18, 1899.

REFERENCES

1930s cartoon



2323The Journal of Lancaster General Hospital   •   Spring 2023   •   Vol. 18 – No. 1

NARRATIVE MEDICINE

House Calls and Health

S. Scott Paist, MD

At one time, I had occasion to make a lot of house 
calls. These were sometimes the stuff of home visit 
legend — doily-covered chairs in a small living room 
crowded with family heirloom furniture, my patient 
serving me tea on a wood-inlayed tray. More often, 
however, they were visits to urine-tainted row homes 
with a back room that contained someone unable to 
get out of that room, let alone to get out of the house.

Seeing these people was a weekly highlight for 
me, not only because it got me outside, away from 
the fluorescent lights and scything clock hands of 
the office, but because house calls also allowed me 
to study people under the gun, to see how they were 
handling their extreme losses, to rehearse a role men-
tally that most of us will have to play eventually.

Among the people on my home visit list was Es-
ther. She was in her 70s, a large woman who contin-
ued to flaunt Big Platinum Hair long after the bouf-
fant style had languished, and who wore blue-frame 
glasses with upper corners that drew to points armed 
with four small diamonds. These glasses were rarely 
seen on Esther’s nose, though; she preferred to hang 
them from a gold chain around her neck.

She was big in a grand style, growing up in an 
era when such females were called “large boned.” 
She had wide shoulders and long arms, and her hair 
pushed her height to nearly six feet. Her face was 
worthy of all this, large and oval with a prominent 
nose, wide lips — always coated with fire-engine lip-
stick — and huge eyes made to look even larger with 

many carefully placed layers of mascara. At one time, 
she must have been heavy, but by the time I knew 
her, her magnificent frame supported only the loose 
flesh that her metastatic ovarian cancer continued to 
allow her.

If one were making a TV sitcom that needed an 
archetype of “The Brassy, Opinionated Older Wom-
an,” Esther was it. She started an argument even 
when there was nothing to argue about, and she was 
loud, interrupted constantly, and had to have the last 
word. I very much enjoyed arguing with her, shout-
ing back and forth about some local politician, the 
price of handbags, or how what I had told her to do 
for some medical problem was clearly stupid (accord-
ing to Esther). 

Her main attendant was a woman who had been 
living with her as a hired hand since before I came 
on the scene. Her name was Ophelia, and she was 
married to a man who still lived overseas and whom 
she saw twice a year when she was allowed a week off. 
She appeared to prefer their relationship that way, 
two weeks a year apparently just right to maintain 
matrimonial happiness. Ophelia made the meals and 
attended to Esther’s bodily needs, including bathing 
and dressing her. 

As Esther declined, Ophelia’s role increased, and 
proud Esther resented it. She berated Ophelia con-
stantly, abusing her for everything she did. Esther’s 
tongue was sharp and pierced poor Ophelia over the 
food she served, her choices of jewelry, and her al-
leged lack of speed to service. When I attempted to 
intervene on Ophelia’s behalf, both women looked 
at me in surprise — I had interrupted a complicated 

“Falling ill typically involves for the patient a disruption in that unique continuity of 
knowing and understanding that ordinarily characterizes health and well-being.”

— George Engel, MD

Regarding the names used in this article, Dr. Paist states: “They are, in every sense 
of the word, fictitious.”
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game that only the two of them understood. I learned 
this dance that they shared had little or nothing to 
do with the words spoken and everything to do with 
the love they shared.

Esther always received me sitting on a gold sofa in 
her bright living room with French Provincial furni-
ture placed artfully in front of gold-flocked wallpaper. 
The sofa held a dark-green pillow beautifully embroi-
dered with the words, “The Golden Years Suck.” She 
lived in the penthouse of a 20-story apartment build-
ing and owned a powder-blue Cadillac of the large-fin 
persuasion that, since she could no longer walk, she 
never drove. Esther had the garage attendant drive 
the car around every day so she could look at it from 
her 20th-floor perch. I never saw it less than perfectly 
washed and waxed.

Here, obviously, was a woman used to having 
things her way, someone for whom wealth had al-
lowed her to do pretty much as she pleased. These 
circumstances may produce small-thinking people 
pinched in their interpersonal dealings, but, in Es-
ther, they had produced a wit as expansive as her eye 
makeup, a love of laughter, and storytelling produced 
in the most grandiose style. When she was rolling, 
one was bathed in the glow, laughing and laughing. 
Even when she was in great pain, she maintained at 
least a bemused reserve, taking it all in, her eyes do-
ing the laughing. 

I always saved my visit to Esther for last, the way 
one might save the tastiest bit of a meal. I felt a little 
guilty: was I getting more from Esther than I was 
giving? This was relatively early in my career before I 

knew that, when interactions with patients were go-
ing well, I would always get more than they got from 
me. If things were unfolding well, my health would 
be improving just as theirs would.

This is no small thing, but rather the single es-
sential part of any patient interaction. The joining of 
doctor and sick person is exhilarating and provides 
the opportunity for energy to flow from patient to 
physician and back. That exchange can allow real 
healing to occur.

One day, as Esther and I were laughing at some-
thing or other, I said in my best Seinfeld delivery, 
“Esther, we can’t be sitting laughing like this, don’t 
you know you’re dying of cancer here?” She turned 
to look at me. “Cancer Schmancer,” she said, “at least 
I’ve got my health.”

Esther died a few weeks later. Ophelia called me, 
crying into the phone that “The Mistress is dead.” 

I continued to make home visits for many years 
after that, despite the mounting barriers and the ob-
vious loss of income as a result of time spent in the 
car. Now, in a retirement forced at least in part by the 
electronic health record — checking computer boxes 
directly inhibits healthy energy flow — it is clear to me 
that I sought out house calls because the energy mov-
ing from patient to physician can be greater in the 
patient home than can ever be achieved in the clinic. 

With her steady laugh and sharp wit, Esther 
had been teaching me how to join, how to be with 
my patients, how to stay healthy in the face of life’s 
catastrophes. 

At least I’ve got my health.

Narrative Medicine: House Calls and Health

S. Scott Paist, MD, is a retired family physician who spent 30 years caring for patients in Lancaster County.

Have an idea for a story? We want to hear from you.
The Journal of Lancaster General Hospital is looking for human interest stories including, but not limited to, 
staff experiences, patient experiences, and anything else that might be educational for our readers — the 
medical staff of Penn Medicine Lancaster General Health. If you have an idea for a story, scan the QR code 
at left or visit our website at JLGH.org to share your idea.
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PHOTO QUIZ FROM URGENT CARE

A Late-Term Pregnant Female with Ear Pain
Zachary Jupin, PA-C

Physician Assistant
Penn Medicine Lancaster General Health Urgent Care

CASE HISTORY
A 32-year-old non-smoking female who is 39 weeks 

gestation presents complaining of ear pain, pruritus, 
and decreased hearing in the left ear for the past two 
days. She denies tinnitus, vertigo, otorrhea, headaches, 
fevers, symptoms of a urinary tract infection, or prob-
lems with the right ear. She denies any recent antibi-
otic or corticosteroid use. She is nondiabetic. There 
was no reported recent swimming.

EXAM
The left ear canal is edematous with a white puru-

lent collection and black budding spores (see Fig. 1). 
The tympanic membrane cannot be visualized. There 
is no external erythema or swelling. There is mildly 
tender posterior auricular lymphadenopathy.

QUESTIONS
1.	 What is the cause of this patient’s ear pain, and 

what are the most common offending pathogens?
2.	 What are some risk factors for developing this in-

fection?
3.	 What are the most appropriate next steps for this 

patient?
4.	 What are potential complications if left untreated?

ANSWERS
1.	 Fungal otitis externa/otomycosis is commonly 

caused by Aspergillus and Candida.
2.	 Risk factors include type 2 diabetes mellitus, re-

cent corticosteroid or antibiotic use (particularly 
fluoroquinolone drops), history of immunosup-
pression, humid climate, recent instrumentation 
of ear, and use of hearing aids.1

3.	 Next steps might include one or more of the 
following:
a.	 Once or twice daily debridement or flushing of 

the ear canal.
b.	 Treatment with local or systemic antifungal agents.
c.	 Discontinuation, if appropriate, of any unnec-

essary agents.
d.	 Appropriate management of any chronic medi-

cal disorders.
e.	 Discontinuation or appropriate cleaning of any 

hearing aids or other ear protection/listening 
devices.

f.	 Consideration of ENT referral for refractory cases.
4. Complications may include serous otitis media 

(30% of patients), tympanic membrane perfora-
tion (15%), and external auditory canal osteitis 
(5%).2

Fig. 1. Ear canal with white purulent collection 
and black budding spores.

Photo by Kevin Kavanagh, MD.
Used with permission.
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DISCUSSION
Otomycosis is a superficial mycotic infection of 

the outer ear canal that can usually be diagnosed 
clinically by direct examination of the ear in conjunc-
tion with reported symptoms. The mycosis results 
in inflammation, swelling, and superficial epithelial 
masses of debris containing hyphae and suppuration. 
Pruritus has been frequently cited as one of the hall-
mark symptoms, present in up to 93% of cases, fol-
lowed closely by hearing loss and aural fullness, which 
are the result of accumulation of fungal debris in the 
canal.3

Aspergillus and Candida species are the most iden-
tified fungal pathogens in otomycosis. Aspergillus re-
veals a characteristic black dots debris, but infection 
with Candida can be more difficult to detect clinically 
because of its lack of a characteristic appearance; 
it can present as otorrhea not responding to aural  

antimicrobial. Otomycosis attributed to Candida can 
be identified by culture data.4

Multiple studies have examined the efficacy of var-
ious antifungal agents, however there is no consensus 
on the most effective agent. Topical 1% clotrimazole 
seems to be the preferred antifungal medication for 
its action against both Aspergillus and Candida species. 
Salicylic acid (2%) in alcohol has also been used but 
seems less effective. Oral fluconazole may be consid-
ered but carries greater risk of side effects, including 
hepatotoxicity.5,6

Application of appropriate topical antifungal 
agents coupled with frequent mechanical debridement 
usually results in prompt resolution of symptoms, al-
though recurrent or residual disease can be common. 
Duration of treatment may vary, but most patients 
have resolution of infection within two weeks. Refrac-
tory cases should be referred to ENT.

Photo Quiz from Urgent Care: Ear Pain

Zachary Jupin, PA-C
Penn Medicine Lancaster General Health Urgent Care
51 Peters Rd.
Lititz, PA 17543
717-627-7687
Zachary.Jupin1@pennmedicine.upenn.edu
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Editor’s note: This is the 14th in a series of articles from 
the Penn Medicine Lancaster General Health Research In-
stitute that describes ongoing research studies. Other active 
studies have been described in previous issues of this journal.

The Research Institute welcomes Dr. Meghan Dermody 
of the LGHP Surgical Group as the guest co-author of this 
Spotlight. Physicians who wish to refer patients for any of the 
studies mentioned below are encouraged to contact the LG 
Health Research Institute at 717-544-1777. Other members 
of the LG Health staff who are conducting research and wish 
to have their studies described here are encouraged to contact 
the offices of JLGH at 717-544-8004.

The Penn Medicine Lancaster General Health 
Physicians Surgical Group has three board-certified 
vascular surgeons and a recent graduate who is board 
eligible in vascular surgery. We all perform a wide 
breadth of open and endovascular surgery from 
treatment of carotid and peripheral artery occlusive 
disease to aneurysms to creating dialysis access.

LG Health’s Division of Vascular Surgery began 
entering surgical cases into a national database, called 
the Vascular Quality Initiative, in 2018. We are able to 
track all peripheral endovascular procedures, aneurysm 
repairs, leg bypasses, as well as carotid endarterectomy 
and stent procedures, through this database. We have a 
direct line of sight on our patients’ outcomes and how 
we compare to our regional and national colleagues. 
Across the board, LG Health continues to lead the way 
in excellent patient outcomes. We hope to continue us-
ing our wide range of experience to improve the devices 
we use to treat these diseases and improve patient out-
comes in the years to come.

In this article, we report on two studies. First, we 
recently obtained institutional review board approval 
to begin enrolling patients into a national clinical tri-
al of transcarotid artery stent placement in standard 

surgical risk patients (ROADSTER-3). In addition, we 
began enrolling dialysis patients into a post-market reg-
istry, which will follow their fistula patency over time 
after we perform a paclitaxel-coated balloon angioplas-
ty to treat stenosis within the access.

The post-market registry includes cohort analysis, 
into which we will further enroll, which looks at du-
rability of thoracic aortic endovascular stent grafts to 
treat thoracic aortic aneurysms and dissection. Our 
hope is to be able to provide long-term surveillance 
data for these complicated conditions and procedures 
that are not typically followed in our national database. 

The ROADSTER-3 Study: Post-approval Study of Trans-
carotid Artery Revascularization in Standard Risk Patients 
with Significant Carotid Artery Disease
Sponsor: Silk Road Medical
Principal Investigator: Meghan Dermody, MD

This open-label, multicenter, single-arm, prospec-
tive post-approval study (PAS) plans to evaluate the 
ENROUTE Transcarotid Stent System when used 
with the ENROUTE Transcarotid Neuroprotection 
System. The study will explore the treatment of pa-
tients at standard risk for adverse events from carotid 
endarterectomy who require carotid revascularization 
and meet the study eligibility criteria. The sponsor 
plans to enroll a maximum of 400 patients at up to 
65 U.S. and European sites. There are two primary 
outcome measures:
1.	 Composite of Major Adverse Events defined as 

any death, stroke, or myocardial infarction (MI) 
within 30 days of the procedure.

2.	 Ipsilateral stroke within 31-365 days following the 
procedure.
Multiple secondary outcomes will be measured, in-

cluding incidence of cranial nerve injury, stroke, death, 

SPOTLIGHT ON CLINICAL RESEARCH

Studies in the Division of Vascular Surgery
Meghan Dermody, MD

Chief of Vascular Surgery 
Penn Medicine LGHP Surgical Group

Heather Madara
Regulatory and Outreach Manager

Penn Medicine LG Health Research Institute

Roy S. Small, MD
Medical Director of Clinical Research 

Penn Medicine LG Health Research Institute SmallMadaraDermody
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MI, access site complications, serious bleeding compli-
cations, and rates of stent thrombosis or occlusion and 
carotid dissection. To be included in the study, patients 
must have either symptomatic stenosis of ≥70% by ul-
trasound or ≥50% by conventional or CT angiogram or 
have asymptomatic stenosis of ≥70% by ultrasound or ≥ 
60% by conventional or CT angiogram.

Patients must be between the ages of 18 and 80 
years. Exclusion criteria include patients with high 
anatomic risk (contralateral carotid occlusion, tandem 
stenoses, stenosis distal to C2 vertebra, restenosis after 
endarterectomy, bilateral severe carotid stenoses, or a 
hostile neck) or those with clinical high risk (≥2 vessel 
coronary artery disease, history of angina or congestive 
heart failure, ejection fraction <30%, MI within six 
weeks, severe chronic obstructive pulmonary disease, 
or late-stage renal failure).

There are multiple additional exclusion criteria, 
the most common being patients with chronic atrial 
fibrillation, those with a potential cardiac source of 
embolism, a recently implanted heart valve, or severe 
ipsilateral intracranial carotid stenosis. 

LG Health was activated as a site in October 2022 
and plans to enroll 20 participants.

PSR-APV: Product Surveillance Registry —  
Aortic, Peripheral & Venous
Sponsor: Medtronic
Principal Investigator: Meghan Dermody, MD

The Product Surveillance Registry (PSR) collects 
data about the safety and effectiveness of Medtronic 
products on the market. The original registry has been 
active for many years, but there are multiple cohorts 
under the PSR umbrella. LG Health recently received 
approval to enroll participants in two of the cohorts.

IN.PACT™ AV Access Cohort
This Post Approval Study (PAS) specifically evalu-

ates the safety and effectiveness of the IN.PACT™ AV 
Access Drug Coated Balloon (DCB). It will compare 
the DCB to transluminal angioplasty (PTA) by collect-
ing data about target lesion primary patency (measured 
at six months post-procedure) and any serious adverse 
events that occur within 30 days post-procedure. Ad-
ditional data will be collected about revascularizations, 
additional required reinterventions, and occurrence of 
access circuit thrombosis.

The study enrolls patients who have a documented 
de novo or non-stented restenotic obstructive lesion of 

native arteriovenous dialysis fistulae (AVF) in their up-
per extremity. Enrolled participants will be followed as 
long as they have the AVF or until the study closes. LG 
Health plans to enroll one to two patients per month 
over an enrollment period of approximately eight years.

Aortic Cohort
This cohort seeks to enroll patients who received 

any eligible Medtronic product (stent graft) used to 
treat diseases of the thoracic aorta, such as aneurysms 
or dissections. Participants are followed per standard of 
care post-implant procedure with data collected at their 
regularly scheduled visits. The registry will collect data 
regarding reinterventions, current health status, adverse 
events, imaging results, and device issues. Enrolled par-
ticipants will be followed as long as they have the eligible 
implanted Medtronic product or until the study closes.

Meghan Dermody, MD, RPVI, FACS, FSVS
Penn Medicine LGHP Surgical Group
2104 Harrisburg Pike, Suite 200, Lancaster, PA 17601
717-544-3626
Meghan.Dermody@pennmedicine.upenn.edu

Heather Madara
Penn Medicine LG Health Research Institute
131 E. Frederick St., Lancaster, PA 17602
717-544-1777
Heather.Madara@pennmedicine.upenn.edu

Roy S. Small, MD
The Heart Group of Lancaster General Health
217 Harrisburg Ave., Lancaster, PA 17603
717-544-8300
Roy.Small@pennmedicine.upenn.edu

Active Clinical Studies 
at Lancaster General Health

A complete list of active clinical studies at Lancaster 
General Health is available online.  To access the 
most current list, scan the QR code, or find the 
link on the Resources/Links 
page at JLGH.org. To make a 
referral to any study on the 
list, call the Penn Medicine 
Lancaster General Health 
Research Institute at 717-
544-1777.

Spotlight on Clinical Research
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This is my 40th article on Choosing Wisely from 
the American Board of Internal Medicine (ABIM) 
Foundation. As noted in previous issues of JLGH, each 
specialty group is developing “Five or More Things 
That Physicians and Patients Should Question.”

All items are developed to encourage discussion 
between physicians and their patients about which 
tests and procedures are best in each case. Additional 
resources are available online at choosingwisely.org. 

RECOMMENDATIONS FROM PEDIATRIC 
HOSPITAL MEDICINE

1. IV antibiotics for predetermined durations for 
patients hospitalized with infections such as pyelone-
phritis, osteomyelitis, and complicated pneumonia 
should not be prescribed. Consider early transition 
to oral antibiotics. Recent publications have demon-
strated that strategies for early transition to oral anti-
biotics achieve equal or better outcomes for common 
inpatient infections and are safer than prolonged in-
travenous antibiotics in children. Antibiotic courses 
with predetermined durations are often not based on 
high-quality evidence and ignore individual response 
to treatments, which can vary significantly from pa-
tient to patient.1

2. Hospitalization in well-appearing febrile in-
fants once bacterial cultures (i.e., blood, cerebral spi-
nal, and/or urine) have been confirmed negative for 
24-36 hours should not be continued if adequate out-
patient follow-up can be assured. Routinely continu-
ing hospitalization beyond 24-36 hours of confirmed 
negative bacterial cultures for well-appearing infants 
admitted for concern of serious bacterial infections 
does not improve clinical outcomes.

3. Phototherapy should not be initiated in term 
or late preterm well-appearing infants with neonatal 
hyperbilirubinemia if their bilirubin is below levels 
at which the clinician AAP guidelines recommend 
treatment. The risk of poor neurologic outcomes, 
such as cerebral palsy due to kernicterus, is extremely 
low for term and late preterm newborns with modestly 

elevated bilirubin levels. Confirmed cases of kernic-
terus have average bilirubin levels near 40 mg/dL and 
are typically associated with hemolysis. While pho-
totherapy for bilirubin with values above published 
thresholds may be useful to prevent severe hyperbiliru-
binemia and exchange transfusions, its use for biliru-
bin values below published thresholds is unnecessary 
and is associated with additional costs and unneces-
sary hospitalization.2

4. Broad-spectrum antibiotics such as ceftri-
axone for children hospitalized with uncomplicated 
community-acquired pneumonia (CAP) should not 
be used. Use narrow-spectrum antibiotics such as pen-
icillin, ampicillin, or amoxicillin. The use of narrow-
spectrum antibiotics for children hospitalized with 
CAP can limit the development of multi-drug-resistant 
organisms while achieving similar or better outcomes.

5. IV antibiotic therapy should not be started 
on well-appearing newborn infants with isolated risk 
factors for sepsis such as maternal chorioamnion-
itis, prolonged rupture of membranes, or untreated 
group-B streptococcal colonization. Use clinical tools 
such as an evidence-based sepsis risk calculator to 
guide management. Unnecessary exposure of infants 
to antibiotics is associated with increased parental anx-
iety, length of stay, increased cost, gut microbiome dys-
biosis, necrotizing enterocolitis, and possibly allergic 
and autoimmune diseases. The use of evidence-based 
sepsis calculators has demonstrated reductions in an-
tibiotic use of 50% or more without a concomitant 
increase in the incidence of early onset sepsis. 

RECOMMENDATIONS FROM THE AMERICAN ACADEMY 
OF PEDIATRICS — SECTION ON EMERGENCY MEDICINE 
AND THE CANADIAN ASSOCIATION OF EMERGENCY 
PHYSICIANS

1. Radiographs should not be obtained in chil-
dren with bronchiolitis, croup, asthma, or first-time 
wheezing. Radiographs rarely yield important positive 
findings and expose patients to radiation, increased 
cost of care, and prolonged emergency department 
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length of stay. Radiography performed in the absence 
of significant findings has been shown to be associat-
ed with overuse of antibiotics. Findings of significant 
hypoxia, focal abnormalities, prolonged course of ill-
ness, or severe distress are situations prompting radio-
graphs. If wheezing is occurring without a clear atopic 
etiology or with upper respiratory tract infection symp-
toms (e.g., rhinorrhea, nasal congestion, and/or fever), 
appropriate diagnostic imaging should be considered 
on a case-by-case basis.3

2. Screening laboratory tests should not be ob-
tained in the medical clearance process of pediatric 
patients who require inpatient psychiatric admission 
unless clinically indicated. A large body of evidence, 
in both adults and children, has shown that routine 
laboratory testing without clinical indication is unnec-
essary and adds to health care costs.

3. Laboratory testing or a CT scan of the head 
should not be ordered for a patient with an unpro-
voked, generalized seizure or a simple febrile seizure 
who has returned to baseline mental status. CT scans 
are associated with radiation-related risk of cancer, 
increased cost of care, and added risk if sedation is 
required to complete the scan. A head CT scan may 
be indicated in patients with a new focal seizure, new 
focal neurologic findings, or high-risk medical history 
(such as neoplasm, stroke, coagulopathy, sickle cell dis-
ease, age <6 months).4

4. Abdominal radiograph should not be obtained 
for suspected constipation. Constipation is a clinical 
diagnosis and does not require testing, yet many of 
these children receive an abdominal radiograph. Use 
of abdominal radiographs to diagnose constipation 
has been associated with increased diagnostic error. 

5. Comprehensive viral panel testing should not 
be obtained for patients who have suspected respira-
tory viral illnesses. This Choosing Wisely item was 
released on December 1, 2022, with a note that there 
is a lack of consistent evidence to demonstrate the im-
pact of comprehensive viral panel (i.e., panels simul-
taneously testing for 8-20+ viruses) results on clinical 
outcomes or management, especially in emergency de-
partment settings.

Testing for specific viruses might be indicated if 
the results of the testing may alter treatment plans (e.g., 
antivirals for influenza) or public health recommenda-
tions (e.g., isolation for SARS-CoV-2). For more specific 
recommendations related to diagnosis and management 
for SARS-CoV-2, please see aap.org/en/pages/2019-
novel-coronavirus-covid-19-infections/).5

Top Tips

DO MOUTHWASHES AND/OR SALINE NASAL 
IRRIGATION SUPPRESS SARS-COV-2?

Covid spreads from the oral and nasal cavities 
transmitted by aerosols. In addition to the well-
known division and spread of the virus in the cells 
of the respiratory tract, SARS-CoV-2 is also known 
to infect the cells of the lining of the mouth and the 
salivary glands. 

Commercially available mouthwashes contain 
antibiotic and antiviral components that act against 
microorganisms in the mouth. As shown by a team 
of researchers at Hokkaido University, one of these 
— cetylpyridinium chloride (CPC) — reduces the 
viral load of SARS-CoV-2 in the mouth, primarily by 
disrupting the lipid membrane surrounding the virus. 
While other chemicals have similar effects, CPC has 
the advantage of being tasteless and odorless.

Mouthwashes in Japan typically contain a 
fraction of the CPC compared to previously tested 
mouthwashes, thus researchers were interested in 
studying Japanese mouthwashes. They tested the effects 
of CPC on cell cultures that express trans-membrane 
protease serine 2 (TMPRSS2), which is required for 
SARS-CoV-2 entry into the cell.

They found that, within 10 minutes of applica-
tion, 30-50 µg/mL of CPC inhibited the infectivity 
and capability for cell entry of SARS-CoV-2. Interest-
ingly, commercially available mouthwashes that con-
tain CPC perform better than CPC alone. Researchers 
also showed that saliva did not alter the effects of CPC. 
Most significantly, they tested four variants of SARS-
CoV-2 and showed that the effects of CPC were similar 
across all strains.

This study shows that low concentrations of CPC 
in commercial mouthwash suppress the infectivity of 
four variants of SARS-CoV-2. The authors are now 
assessing the effect of CPC-containing mouthwashes 
on viral loads in saliva of COVID-19 patients. Future 
work will also focus on fully understanding the mecha-
nism of the effect, as lower concentrations of CPC do 
not disrupt lipid membranes.6

As reported in the Winter 2022 issue of JLGH, 
the Medical College of Georgia at Augusta University 
has found that irrigating your nose twice a day with 
a saline solution after testing positive for COVID-19 
can decrease your chances of hospitalization and death 
in higher-risk patients. In that study, those who per-
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formed nasal irrigation were more than eight times less 
likely to be hospitalized than the national rate.

DOES COVID-19 CONFER RISK FOR VENOUS 
THROMBOEMBOLISM IN AMBULATORY PATIENTS?

Evidence has been mixed about risk for venous 
thromboembolism (VTE) among patients with 
ambulatory SARS-CoV-2 infections, but in this U.K. 
population-based cohort study, researchers determined 
the 30-day risk for VTE (i.e., deep venous thrombosis 
or pulmonary embolism) among 19,000 outpatients 
(mean age: 64) with ambulatory COVID-19. 

SARS-CoV-2 positive patients had significantly 
higher risk for VTE within 30 days than did matched 
controls (incident rate: 51 vs. 2 per 1,000 person-years; 
hazard ratio: 21). Excess risk was higher for unvacci-
nated people (hazard ratio: 28) than for vaccinated 
people (hazard ratio: 6). Among patients with SARS-
CoV-2 infections, older age, male sex, obesity, inher-
ited thrombophilia, and no or partial vaccination were 
independent risk factors for VTE.

These results reinforce the value of vaccination. 
Whether thromboprophylaxis also would be beneficial 

in ambulatory patients, as it is in hospitalized COVID-
19 patients, remains unclear.7

HEART FAILURE CLINICAL PRACTICE GUIDELINES 
UPDATED

Updated and revised guidelines on the manage-
ment of heart failure (HF) were published in 2022 by 
the American College of Cardiology (ACC), American 
Heart Association (AHA), and Heart Failure Society 
of America (HFSA) in the journal Circulation. The top 
10 key points are:
1.	 Four core foundational medication classes are now 

included in the guideline-directed medical therapy 
recommendations for heart failure with reduced 
ejection fraction (HFrEF). These are sodium- 
glucose cotransporter-2 inhibitors (SGLT2Is), beta 
blockers, mineralocorticoid receptor antagonists 
(MRAs), and renin-angiotensin system (RAS) 
inhibitors.

2.	 SGLT2Is are a class 2a (moderate) recommendation 
for heart failure with moderately reduced ejection 
fraction (HFmrEF), whereas angiotensin recep-
tor-neprilysin inhibitors (ARNIs), angiotensin- 
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Elizabethtown University Student Art on Exhibit at Lancaster Medical Heritage Museum
“We are proud to be a community space as well as a museum,” says Kim Jovinelli, executive director of the Lancaster Medical Heritage Museum. 

“Education, exhibition, and research have been a major tenet of our mission since our founding in 1982, and we will continue that tradition,” she 
adds. In this vein, the museum has been working with Elizabethtown College and Millersville University to connect with the academic community. 

At Elizabethtown College, Dr. Anya Goldina, professor of biology, each year encourages her students to complete an art project as part of 
an extra-credit initiative. Dr. Goldina and her students graciously lent the art pieces pictured above to the museum as part of a joint exhibition, 
currently on display at the museum’s new location at 410 North Lime Street, Lancaster. At Millersville University, history and anthropology students 
can complete museum-related work for extra credit, plus the museum benefits from summer research internships graciously sponsored by Penn 
Medicine Lancaster General Health and WellSpan Ephrata Community Hospital. Internship applications are open to students from all over the 
country to learn what it’s like to work in a museum, while also completing a research topic of their choice. Turn to page 19 for an article from this 
year’s LG Health intern, who researched the Lancaster County Vaccine Farm.

 The museum is open Monday/Wednesday/Friday, 10:00 a.m. to 3:00 p.m. Summer hours (Tuesday-Saturday, 10:00 a.m. to 3:00 p.m.) begin April 
28.  Admission is free to LG Health employees with a badge and children under 3; $8.00 for all others. Follow the museum on social media (Facebook: 
LancasterMedicalMuseum; Instagram & TikTok: lmh_museum) or visit lancastermedicalheritagemuseum.org for the most current information.
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converting enzyme inhibitors (ACEIs), angioten-
sin receptor blockers (ARBs), MRAs, and beta 
blockers are class 2b (weak) recommendations for 
this patient population.

3.	 There are new recommendations for heart fail-
ure with preserved ejection fraction (HFpEF) for 
SGLT2Is (class 2a), MRAs (class 2b), and ARNIs 
(class 2b). 

4.	 Patients with previous HFrEF who now have a left 
ventricular (LV) EF above 40% should be referred 
to as having improved LVEF; they should contin-
ue their HFrEF treatment.

5.	 The ACC/AHA/HFSA created value statements 
for select recommendations in which there are 
high-quality cost-effectiveness studies of the inter-
vention published. 

6.	 New amyloid heart disease recommendations in-
clude screening for serum and urine monoclonal 
light chains, bone scintigraphy, genetic sequencing, 
tetramer stabilizer therapy, and anticoagulation.

7.	 Of importance is evidence to support increased 
filling pressures for the diagnosis of HF if the 
LVEF is over 40%. Such evidence can be obtained 
from noninvasive or invasive testing.

8.	 Refer those with advanced HF who desire pro-
longed survival to a team that specializes in HF.

9.	 Primary prevention is crucial for those at high risk 
of HF (stage A) or pre-HF (stage B). The revised 
stages of HF emphasize the new terminologies of 
“at risk” for HF for stage A and pre-HF for stage B.

10. Updated and new recommendations cover select 
patients with HF and iron deficiency anemia, 
coronary artery disease, AF, valvular heart disease, 
cardiomyopathy, hypertension, type 2 diabetes, 
sleep disorders, and malignancy.8

MEDICARE SPENT BILLIONS ON DRUGS WITHOUT 
CONFIRMED BENEFITS

The Centers for Medicare and Medicaid Services 
(CMS) spent $18 billion on drugs without confirmed 
benefits, according to findings of an Office of Inspector 
General (OIG) for the Department of Health and Hu-
man Services report. The money was spent over three 
years on medications for which there was no proof of 
significant clinical benefit. The goal of this process is 
to speed the approval of promising medications for 
serious and fatal diseases even though evidence of ef-
ficacy is limited. 

The Federal Drug Administration’s expectation is 
that drug companies will continue research to defini-

tively prove the efficacy of medications approved via 
this process. However, sponsors don’t always complete 
trials promptly for a variety of reasons, which can re-
sult in drugs staying on the market — and being admin-
istered to patients — for years without their predicted 
clinical benefit being verified and insurers (including 
Medicare and Medicaid) paying billions for treatments 
that are not verified to have clinical benefit.

In a statement, the drug makers’ trade group, 
the Pharmaceutical Research and Manufacturers of 
America, said its members tried to hold up their end 
of the agreements for further studies of drugs granted 
accelerated approvals. Confirmatory trials sometimes 
take longer than expected owing to several factors, 
including the inability to enroll patients as quickly as 
anticipated because of patients enrolling in other stud-
ies aimed at the same population, patients being less 
willing to volunteer for studies of FDA-approved medi-
cines, or small patient populations.
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Interested in writing for JLGH?
The following is a summary of the general guidelines for submitting an article to The Journal 
of Lancaster General Hospital. Details are located online at JLGH.org.

•	 Scientific manuscripts are typically between 2,500-4,500 words. Perspective articles 
are usually shorter, and photo quizzes average about 725 words plus illustrations.

•	 Medical articles should report research, introduce new diagnostic or therapeutic 
modalities, describe innovations in health care delivery, or review complex or 
controversial clinical issues in patient care. 

•	 Reports of research involving human subjects must include a statement that the 
subjects gave informed consent to participate in the study and that the study has 
been approved by the institutional review board (IRB). 

•	 Patient confidentiality must be protected according to the U.S. Health Insurance 
Portability and Accountability Act (HIPAA).

•	 The Journal of Lancaster General Hospital does not allow chatbot tools such as 
ChatGPT to be listed as authors. JLGH editors warn authors that the use of these tools 
can be high risk for plagiarism with inappropriate use of citations, and we require that use 
of such tools be disclosed.

Please contact the Managing Editor, Maria M. Boyer (717-544-8004),  
Maria.Boyer@pennmedicine.upenn.edu, to discuss submitting an article or  
for further information.
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EARN CME

For details & additional programming, visit lancastergeneralhealth.org/health-care-professionals/for-physicians/continuing-medical-education.

FOR READING
THIS ISSUE OF JLGH

DID YOU KNOW, Physicians Can Earn Category 2 Credit for Reading JLGH?
American Medical Association Category 2 activities consist of self-directed 
learning or courses that have not been through a formal approval process. 
According to the Pennsylvania State Board of Medicine, this includes “learning 
experiences that have improved the care [physicians] provide their patients.” 
Reading authoritative medical literature — like JLGH — is one such activity. 
More information and the Pennsylvania Board of Medicine CME Reporting 
Form are available at LGHealth.org/CME. Physicians can also log credit 
through their eeds account online.

Upcoming CME Offerings at LG Health

Hospital Interprofessional Case-Based (HICB) Conference 
March 15, April 19, May 17, 12:30-1:00 p.m.

Pediatric Grand Rounds 
March 16, April 20, 7:00-8:00 a.m.

Department of Medicine Grand Rounds 
April 5, May 3, June 7, 12:00 noon-1:00 p.m. 

Pediatric Hospitalist Case Conference & Literature Review 
April 11, May 9, June 13, 7:00-8:00 a.m.

 �Scan to access  
your eeds account.

 �Scan for more information  
and to access the  
Pennsylvania CME  
Reporting Form.

Special Event — Registration Required

Laurence E. Carroll, MD, Legacy Event, March 13
Reception: 5:45-6:30 p.m.; Presentation: 6:30-7:30 p.m.
The Laurence E. Carroll, MD Lecture Endowment was established by 
gifts from his friends and family to honor his memory, legacy, passion, and 
lifelong commitment to medical ethics and continuing medical education. 
To make a gift to the endowment, call 717-544-7126.

CME On Demand

LG Health offers a number of programs on demand, plus regularly 
updates and makes available recordings of Grand Rounds sessions.




